


MAY 


a? Ss i fg par "ors 
@ENt: ay 
UNIY, OF MICH 


he Famil 


Journal of Soctal Case Work 


VOLUME XXIV NUMBER 3 














The Rorschach Test in Family Case Work page 83 
Fritz Schmid! 


Case Work with Syphilitic Patients . . 90 
Florence Haselkorn 
Planning for Personnel ... ¢ = 2 97 
Lucia B. Clhw 
The Psychiatry Clinic. . _ = a 101 


Helen E. Spalding 


Some Implications of Homemaker Service 107 
Marjorie H. Boggs 


Editorial Notes on Undergraduate Train- 
ing and Social Work . . .... . 112 


Readers’ Forum, Book Reviews . . . 115 








May, 1943 


3 1943 












The Family 


Journal of Soctal Case Work 









Contributors to this Issue 












FLorENCE Ho itis SHIRLEY Moore 
Editor Business Manager 


Epitor1aL Apvisory CoM MITTEE 


Dorotuy L. Boox, Boston College School 
of Social Work, Boston, Mass. 


Rutn F. Brenner, Free Synagogue Child 
Adoption Committee, New York, N. Y. 


EvLeanor E. Cockeritt, School of Applied 
Social Sciences, University of Pittsburgh, 
Pittsburgh, Pa. 

Davin Dressiter, New York State Division 
of Parole, Albany, N. Y. 

Haze A. FREDERICKSEN, Children’s Bureau, 
Washington, D. C 


ANNETTE GARRETT, Smith College School of 
Social Work, Northampton, Mass. 


Caturyn S. Guyer, New York, N. Y. 


ConsTANcE Hastincs, Social Security 
Board, New York, N. Y. 


ExvizasetH H. Hotmes, Judge Baker Guid- 
ance Center, Boston, Mass. 


DorotHy Hutcuinson, New York School 
of Social Work, New York, N. Y. 

PrupENCE KwieciEN, Girls’ Bureau, Cleve- 
land, Ohio. 


CATHERINE M. MANNING, Department of 
Public Welfare, Rochester, New York. 


VirciniA P. Rospinson, Pennsylvania School 
of Social Work, Philadelphia, Pa. 


Autce D. Taccart, Community Service So- 
ciety, New York, N. Y. 


Bessie E. Trout, Bureau of Child Welfare, 
— of Social Welfare, Albany, 








Fritz SCHMIDL is a case worker with 
the Community Service Society, New 
York, N. Y. and a member of the 
Rorschach Institute. 









FLORENCE HASELKORN was formerly 
in charge of the syphilis service at 
the New York Skin and Cancer 
Unit of the New York Post Graduate 
Hospital. 










Lucia B. Crow is Associate Secretary 
of the Family Welfare Association, 
Milwaukee, Wisconsin and Chair- 
man ot the F.W.A.A. Committee on 
Personnel. 










HELEN E. SPALDING is a social worker 
in the Psychiatry Clinic, Boston, 
Massachusetts. This operates under 
the auspices of the Boston Psycho- 
analytic Institute. 












MarjorigE H. Boaecs is Case Consult- 
ant of the Institute of Family Serv- 
ice, Associated Charities, Cleveland, 
Ohio. 























372 Broadway, Albany, N. Y. 





Publication Office: 
Editorial and General Office: 


will be furnished to authors at cost. 


to be effective for the next month’s issue. 


October 3, 1917, authorized November 6, 1923. 


Copyright, 1943, by the Family Welfare Association of America. 
Current and back issues of Tue FamILy are indexed in the International Index under subject headings. 


Tue Famity is published monthly, except August and September, by the Family Weliare Association 
of America, 122 East 22d Street, New York, N. Y. 






122 East 22d Street, New York, N. Y. Manuscripts should be addressed to the 
Editor and can be accepted for publication only on condition that they are not being printed elsewhere. 


They should be typewritten, double-spaced, and not a carbon copy. 
receive five copies and authors of book reviews two copies of the issue containing their article. 


Subscription, $2.00 a year; contributing subscription, $4.00; single copies, 25 cents. 


Changes of Address should reach the Publication Office or the General Office by the 13th of the month in order 


Index to each volume appears on the last four pages of the February issue. 


Entered as Second Class Matter at the post office at Albany, N. Y., October 31, 1923, under the Act of 
March 3, 1879. Acceptance for mailing at special rate of postage provided for in section 1103, Act of 












Authors of articles accepted will 
Reprints 
























SP 





The Family 


Journal of Social Case Work 





Vol. XXIV 


May, 1943 





The Rorschach Personality Test in Family Case Work 


Fritz SCHMIDL 


HE RORSCHACH personality test, 

developed by the Swiss psychiatrist Dr. 
Hermann Rorschach,’ is designed to reveal 
the structure of a personality. The subject 
is shown ten cards with certain standardized 
“ink-blot ” pictures to which he is asked to 
respond. A description of the cards may 
help the reader to visualize the procedure. 
The cards are about 9%4 by 7 inches. On 
each is an ink-blot consisting of two sym- 
metrical halves and covering approximately 
one-third to one-half of the card. Five of 
the ten cards are black and grey with many 
different shadings ; two are black with some 
red spots; three are multicolored. The ink- 
blots show such a great variety of form, 
shading, and color, that they allow for an 
indefinite number and variety of responses. 
In a statistical survey of one particular kind 
of response, for instance, one observer ” 
listed about 2000 answers to the ten cards. 


The test procedure is as follows: The 
subject is asked to say what the cards make 
him think of, that is, to project his own 
meaning into the ink-blots. The responses 
are scored and evaluated by means of an 
elaborate system. The content of the an- 
swers is never as important as the elements 


*Hermann Rorschach: Psychodiagnostics, trans- 
lated by Lemkau and Kronenberg, Hans Huber, 
Bern, 1942; Klopfer and Kelley: The Rorschach 
Technique, World Book Company, Yonkers-on- 
Hudson, 1942. 

* Samuel J. Beck: Introduction to the Rorschach 
owe. American Orthopsychiatric Association, 


of form, such as “ location” and “ determi- 
nants.” “ Location” is the place on the card 
where the subject sees a particular answer. 
For instance, a person may respond to the 
whole ink-blot on a card—such as, “ bat ” to 
card V. Or he may: interpret a large detail 
of one of the blotches—“ two animals” in 
card VIII. Or he may pick out very tiny 
parts and protrusions and give interpretation 
for these portions. ‘“ Determinants” are 
those qualities of the ink-blot picture that 
the subject uses in order to arrive at a cer- 
tain response. He may, for instance, use the 
outline form of a blotch for the answer “ two 
animals” in card II, or the red color of a 
portion of the same card for the response 
“ fire,” or a combination of form and color 
for “green caterpillars” in X, or a com- 
bination of form and movement for the an- 
swer “ two waiters lifting a pot ” in card ITI. 
Some responses are called “ popular” be- 
cause they appear very frequently. Rare 
answers are scored as “original.” These 
data are offered only as a very general idea 
of the test. To attempt to describe it com- 
pletely would go far beyond the scope of this 
article. 


Clinical experience and statistical experi- 
ments have shown that the Rorschach test, if 
properly used and interpreted, gives a reli- 
able picture of a person’s basic personality.* 


* See a review of recent literature on the Ror- 
schach test and its reliability in “ Projective 
Methods in the Study of Personality,” by Percival 
M. Symonds and Elizabeth A. Samuel. Review 
of Educational Research, XI, 1, February, 1941, 
pp. 80-93. 
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In many instances the test even enables a 
psychiatrically trained interpreter to make a 
psychiatric diagnosis. Compared with other 
personality tests, the Rorschach method 
offers outstanding advantages: It is inde- 
pendent of any attempt of the subject to 
show himself in a certain light; it reveals 
the personality structure rather than behavior 
trends. 

The Rorschach “ record” of a person— 
the statement of his responses to the ten 
cards—is objective psychological material. 
There is no room for any subjective view on 
the part of the testing person, if he follows 
the rules of administration correctly. The 
test gives qualitative information about the 
individual. It does not involve any unit 
score measurement, as, for example, the 
Binet test does. As it shows the personality 
make-up in its intellectual as well as emo- 
tional aspects, it permits a dynamic view 
of a person and gives an insight into the 
interaction of personality elements. It can 
indicate, for example, impairment of intel- 
lectual function through emotional diffi- 
culties. One of the most interesting and 
revealing personality factors as shown in 


the Rorschach test is the subject’s “ Er- 
lebnistypus,” or “the extent to which a 
subject is responsive to promptings from 


within or from without.”* Knowledge of 
the degree to which a subject gains satisfac- 
tion from his inner life (introversion), or is 
likely to react to outside stimuli in a sponta- 
neous way (extraversion), frequently proves 
extremely valuable for the understanding of 
a personality. The test shows the strength 
of a person’s ego in its relation to the 
intensity of his emotional drives. It throws 
light on the extent to which the subject is 
able to control himself and it indicates the 
degree as well as the kind of intellectual and 
emotional adjustment to his environment. 
The Rorschach test registers even slight de- 
viations from the normal in cases of organic 
brain diseases and also the psychotic’s in- 
ability to relate himself to the outside world 
in a normal way. A Rorschach “ psycho- 
gram” does not indicate any actual happen- 
ings in the person’s life history, but shows 
the particular mode of reaction of the subject 


*Klopfer and Kelley, op. cit., p. 224. 


IN CASE WORK 


to any kind of experience. The Rorschach 
method has been influenced by psycho- 
analysis in so far as Rorschach himself 
adopted the dynamic view on psychiatric 
problems developed by Freud and Jung. 
Followers of any school of psychiatric or 
psychological thought will, however, be able 
to use the test to good advantage if they 
believe in a dynamic concept of psychology. 

Rorschach’s interest was primarily focused 
upon the use of the test for the purpose of 
psychiatric diagnosis. He was also aware of 
its usefulness in other fields, particularly in 
the field of education and vocational guid- 
ance. Rorschach felt that only psychiatrists 
should try to establish a psychiatric diagnosis 
on the basis of his test, but that persons who 
are not psychiatrists can use the method for 
arriving at valuable findings about character, 
aptitudes, and peculiarities. There are in- 
dications in several places in Rorschach’s 
book of his interest in other than psychiatric 
problems. Some of Rorschach’s European 
followers have applied his method to prob- 
lems of education.’ In this country exten- 
sive Rorschach research work with children 
is in progress, the results of which will be 
available in the near future.8 The use of 
the Rorschach test has become widespread 
in psychiatric hospitals and clinics and in 
psychological laboratories since Dr. David 
Levy and Dr. Samuel J. Beck introduced it 
in America in the late twenties. 


In the field of social work, some mental 
hygiene and child guidance agencies have 
been using the test more or less routinely 
with good results.®° In these organizations, 
it is one of the battery of tests given by the 
psychologists. Recently, a few agencies, too, 
have begun to use the Rorschach method for 
diagnostic purposes. In one such agency, 
the Community Service Society of New 
York, a study has been made of 25 cases in 
which the test was used. We tried to learn 
in what kinds of cases and in what way the 

5 Rorschach, op. cit., p. 121. 

* Tbid., pp. 105-109. 

7 Particularly H. Zulliger; for bibliography see 
Klopfer and Kelley, p. 428 

*Sce many publications in the Rorschach Re- 
search Exchange, published by the Rorschach Insti- 
tute, New York. 


*£.g., the Bureau of Child Guidance, Board of 
Education of the City of New York. 
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family case worker can take advantage of 
the test. In this paper we shall present 
illustrations of different types of situations in 
which the test proved valuable. 


I. For an evaluation of the possibilities 
for successful case work treatment. One of 
the most important diagnostic tasks of the 
case worker is that of determining the extent 
to which case work treatment can be helpful. 
In almost every case the client comes to the 
attention of the agency when he is in a dif- 
ficult life situation. If the client is disturbed, 
it is important for the case worker to know 
to what degree the disturbance is due to the 
client’s present predicament and to what 
degree to some deep-rooted personality prob- 
lems or even to mental disease. In some 
instances, this differential diagnosis will de- 
termine whether case work treatment should 
be started or continued or whether the client 
should be referred to a psychiatrist or a 
mental hospital. In other instances, knowl- 
edge of the extent of deep-rooted emotional 
disturbance or of the fact that the nucleus of 
the client’s personality is sound, will be a 
great help in treatment. The historical ma- 
terial gained in the case worker’s interviews 
is not always sufficient for a complete evalua- 
tion. The client may project present diffi- 
culties into his past, thus giving a distorted 
picture of his life history, or he may attribute 
difficulties to his environment which are 
mainly caused by his personal problems. In 
some extreme cases one may even suspect 
psychosis where the acute disturbance is 
actually precipitated by some real difficulty. 
In such cases, a Rorschach test has been 
found very valuable for the clarification of 
the picture. Mrs. A’s case illustrates such a 
situation. 


Mrs. A applied to the agency after her common- 
law husband, with whom she had been living for 
five years, had been taken to prison to serve a 
two-year sentence. She was four months preg- 
nant. She showed severe anxiety and seemed to be 
very conflicted about her illegal marriage. She 
told of having suffered from “ shaking spells” in 
her childhood and commented in an upset way on 
marriage, saying, “ Women are always in a trap.” 
Her disturbance increased as the time when de- 
livery was expected came nearer. Psychiatric 
consultation was secured in order to determine 
(1) how serious her problem appeared, (2) whether 
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her difficulties were being precipitated or reacti- 
vated by pregnancy, (3) whether case work 
contact should be continued or be replaced by 
psychiatric treatment. The consultant psychiatrist 
recommended a Rorschach test, which was taken 
about three weeks before the birth of the baby. It 
showed some serious emotional disturbance, but 
ruled out the possibility of a psychosis. On the 
basis of these findings, case work treatment has 
been continued. It has resulted in a remarkably 
good adjustment of the client to her very difficult 
external situation. The test results gave_the case 
worker the security of knowing that she did not 
have to be on guard against a sudden outbreak of a 
psychosis. They showed that the client could 
benefit from case work treatment. When the 
Rorschach test was repeated a few months after 
the birth of the baby, it revealed that Mrs. A had 
shown improvement since the baby’s birth. 


In this case the Rorschach test was very 
helpful for two reasons. On one hand, it 
was necessary to evaluate the dangers that 
might have resulted from childbirth (possi- 
bility of a post-partum psychosis). In order 
to secure this information, case worker and 
psychiatrist had to inquire into the basic 
personality make-up of Mrs. A. On the 
other hand, a diagnostic method was needed 
that was not too time-consuming and did 
not necessitate discussions that might have 
put more strain on the client. 


II. For an evaluation of children’s prob- 


lems. The field for the use of the Rorschach 
test by the family case worker in children’s 
cases is even wider than in work with adults. 
The child, unlike the adult, is still in the 
process of growing up; he depends more on 
other persons (his parents, teachers, and so 
on) than grown-ups do. The adult is able 
to choose his environment within certain 
limits. A great many environmental factors, 
therefore, are in the last analysis dependent 
on the adult person’s choice, at least to some 
degree. The child has very little choice as 
to his environment. He is more or less 
forced to live in a setting chosen by his par- 
ents or parent substitutes. In the frequent 
cases of families with an alcoholic father, for 
example, we can well assume that it is not 
purely coincidental that the woman married 
an alcoholic. The husband’s alcoholism is 
certainly an environmental factor in the 
wife’s life, but a factor co-determined by her 
marital choice. The situation is different 











86 RORSCHACH TEST IN CASE WORK 


when we consider the child. The child 
neither chooses an alcoholic father nor can 
he avoid him. In many instances, what 
seems to be a child's neurosis is only a reflec- 
tion of the neurosis of the parents. The 
more we take this dependence of the child on 
his environment into consideration, the more 
serious becomes the problem of differential 
diagnosis between the child’s personality 
problems and mere reaction to environmental 
influences. Here the Rorschach test can 
make a very valuable contribution. 

This is the more important as the child, 
on the other hand, is more dependent on 
whatever the case worker does or decides 
for him. On the whole, the case worker's 
responsibility in children’s cases is greater 
than in those of adults. Therefore, he 
should use as many and good tools for diag- 
nosis as he can find. The Rorschach test 
has a particular advantage in children’s cases 
in so far as its results cannot be impaired 
through lack of co-operation or insufficient 
co-operation of the parents. We know that 
anxious or over-protective parents, or par- 
ents with a feeling of guilt, are likely to give 
wrong information or to withhold informa- 
tion about a child. The Rorschach method 
is immune against such sources of error. 
The following case history gives an example 
of the use of the Rorschach test in the case 
ofa child: 


James B, a 13-year-old boy, was the child of a 
Swedish mother and a Chinese father. His father 
deserted the family when James was 9. The 
mother was a rigid, high-strung person. James 
was the second of four children. His older sister 
Mary, 19, was a rather domineering person and 
James resented being ordered around by her. His 
younger brother Fred, 9, used to play with the 
youngest child, Ann. The whole family was likely 
to emphasize to James that Fred was brighter than 
he. James had particularly strong feelings against 
his father because he had deserted the family. He 
suffered even more when boys in school teased 
him as “ Chinaman.” 

James’s conduct revealed many problems. In 
spite of an I.Q. of 95, he was very retarded in 
school and had to be transferred to an adjustment 
class. He received very low marks. His mother 
had difficulty in getting him up in the morning. He 
stayed out playing in the street until late at night. 
At a summer camp, he did not make a goad adjust- 
ment. He was unreliable, his interest in activities 
was seldom consistent, and he was personally un- 
tidy. He did not enjoy camp. Placed in a private, 


very progressive school, James improved to some 
extent, but still presented serious problems. 

In James’s case, a Rorschach test was given by 
the consulting psychiatrist. It revealed that James 
had at least average intelligence, a rather rich inner 
life, and some productive abilities. There was also 
2 rather dangerous trend to withdraw from the 


outside world. 

On the basis of psychiatric consultation and the 
Rorschach test, the agency decided to refer James 
to a psychiatrist for treatment. The treatment 
continued for about one year and resulted in a very 
favorable change in the child’s personality. 


James’s case presents a situation where 
quite a number of environmental factors, 
such as his father’s desertion, his mother’s 
domineering attitude, James’s unfavorable 
position among his siblings, and racial dis- 
crimination could account for his difficulties. 
The Rorschach test, because of its complete 
independence of environmental factors, was 
a very valuable supplement to this informa- 
tion. It gave the case worker and the agency 
a basis for deciding on a fairly expensive 
treatment plan that hardly could have been 
undertaken without reliable information 
about the chances of success. 


III. For diagnosis in cases where tt ts 
difficult to carry out usual diagnostic pro- 
cedures. The Rorschach test is of special 
value in instances in which a psychiatric 
examination is desirable but for one reason 
or another cannot be carried out. One illus- 
tration of this has already been given. In 
the case of Mrs. A cited above, it was felt 
that a direct psychiatric interview might be 
rather frightening. The Rorschach, on the 
other hand, can be administered by a case 
worker and is usually not a threatening pro- 
cedure. In more extreme cases the client 
may have an insurmountable resistance to 
being seen by a psychiatrist. If, in such a 
case, the material gained in the case work 
interviews does not suffice for a full under- 
standing of the client’s problems, and if, for 
reason of protecting the community or chil- 
dren or other members of a family, a diag- 
nosis of the client’s personality seems neces- 
sary, a Rorschach test can be used instead 
of a psychiatric: examination. Experience 
has shown that some clients who refuse to be 
seen by a psychiatrist do not mind being 
tested, if this is suggested in a skilful and 
tactful manner. 
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1V. For vocational guidance. Many tests 
have been designed for vocational guidance. 
At first glance it may seem superfluous to 
add the Rorschach test to the large battery 
of those already available. But the func- 
tion of the Rorschach test is different from 
that of others. Asa rule, it does not exactly 
indicate whether or not a person has an 
aptitude for a specific occupation, but it is an 
excellent tool for evaluating to what extent 
his personality may lend itself to that kind 
of work. Some occupations require a par- 
ticular ability to relate oneself well to other 
people, others require much ambition and 
strength of the ego. With the help of the 
Rorschach test, it is possible to secure reli- 
able clues about the personal and emotional 
conditions for successful functioning in a 
given occupation. The use of the test is 
particularly advisable where a plan for long 
term training requires special safeguards as 
to the constructiveness of the plan, or where 
there is some indication that emotional fac- 
tors, for example, identification with another 
person, interfere with a realistic attitude 
toward vocational problems. In such cases 
the Rorschach test will never be the only 
means of evaluation, but it will supplement 
the results of other tests. At present, there 
are several studies under way,’® which will 
add to our knowledge of the usefulness of 
the Rorschach test for vocational guidance. 
The following case exemplifies the use of 
the test for a vocational problem that turned 
up in case work treatment: 


Caroline C, a high school graduate of 19, re- 
quested the help of the agency in regard to her 
vocational plans. In working with her, concern 
about her home situation and her relationship with 
her parents, a domineering, rigid mother and an 
inadequate, alcoholic father, became apparent. 
Caroline wanted to become a nurse. She asked 
for financial assistance to enable her to start a 
nursing course. 

At school Caroline had been quite successful. 
She was a member of the Junior and Senior Honor 
Society. The school described her as a very de- 
pendable, courteous girl, efficient in all she under- 


* A study on the use of the Rorschach test for 
vocational guidance, made at the National Youth 
Administration, is in progress. See Z. A. Piotrow- 
ski, “ Tentative Rorschach Formulae for Educa- 
tional and Vocational Guidance in Adolescence.” 
Rorschach Research Exchange, VII, January, 1943, 
pp. 16-27. 
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took. Some vocational tests that Caroline took 
showed somewhat lower than average capacities, 
but did not indicate very much in regard to Caro- 
line’s ability to work as a nurse. 

The case worker had some doubts as to whether 
the girl was emotionally fit for the chosen occupa- 
tion. In order to supplement the finding of the 
vocational tests, a Rorschach test was given. The 
test revealed that the girl's basic relationship to 
people was very bad, that she had marked neurotic 
trends, and was hardly able to cope with repressed 
and unsolved emotional problems. It showed that 
the case worker had been right when she questioned 
Caroline’s fitness for the career of a nurse. 

Later developments clearly confirmed the fact 
that Caroline had very deep emotional problems 
that certainly would have interfered with her work- 
ing as a nurse. Even after a subsequent prolonged 
period of psychiatric treatment, the psychiatrist felt 
that the prognosis had to be guarded. 


In this case, the Rorschach test was an 
extremely helpful element among the con- 
siderations upon which the case worker 
based her decision about Caroline’s training 
plans. It prevented the agency from helping 
with a plan that, in all likelihood, would not 
have worked out satisfactorily.™* 

In six of the above mentioned 25 cases, 
the Rorschach test has been used for pur- 
poses of vocational guidance. The results in 
all these cases contra-indicated the vocational 
plan under consideration. This is probably 
due to the fact that the case workers used 
the test only in instances where they had 
considerable doubt as to whether the plan 
presented by the client was constructive. If 
the test were used more widely, it could be 
of great help also in exploring vocational 
potentialities. As an example, we think of 
the case of a successful social worker in a 
children’s agency who told us that she had 
not been at all certain that she was right 
when she decided to study social work. Her 
Rorschach test, taken years later, revealed 
with surprising clarity a well-controlled out- 
goingness and warmth as the outstanding 
feature of her personality. Such a pyscho- 
gram at the time when she had to make her 
occupational choice would certainly have 
been encouraging. 


“Tt seems to be a safe guess, at least, that a 
good relationship to people is a requirement for the 
occupation of a nurse. However, more psychologi- 
cal research on occupational problems will clarify 
such problems. The Rorschach test will be very 
helpful for research along this line. 
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The four cases described, where the family 
agency used the Rorschach method success- 
fully, only suggest the full range of possi- 
bilities for the use of the test. It does not 
seem practical to study further possibilities 
by way of merely theoretical speculation. 
Only long experience with the use of the 
test by family agencies will show its full 
applicability. It may, however, be per- 
missible to hint at a few more problems 
where a Rorschach test could be helpful. 

1. Cases where the results of an intelli- 
gence test do not seem to do justice to the 
subject. Although the Rorschach test, as 
mentioned above, does not give an exact 
measurement of intelligence, its results can 
be very illuminating in connection with an 
I.Q. In most instances, the Rorschach test 
enables the interpreter to form conclusions 
about the subject’s way of thinking, for ex- 
ample, whether theoretical, speculative, or 
practical. It also shows to what degree he 
is able to use all his intellectual capacities. 
Tests that give an exact measurement of 
intelligence are necessarily based upon one 
system of co-ordinates. They may work 
well with the normal personality, but fre- 
quently give a wrong picture where the 
subject’s intelligence does not function in a 
normal way, as, for instance, in cases of 
pseudo-debility. The Rorschach test shows 
the personality from a number of different 
angles. In many instances, the interpreter 
will see that a minus in one respect is over- 
balanced by a plus in another, or that a 
certain shortcoming may be caused by a diffi- 
culty that shows up in the psychogram. 

2. It would be useful to apply the Ror- 
schach test in cases of juvenile delinquency. 
The fact that the subject cannot influence 
the outcome by any conscious attempt to 
conceal facts would be of great advantage. 
In certain cases, such as in cases of syn- 
dromes of delinquency with neurosis or sex 
anxiety, the results should be very revealing, 
although Rorschach research in this field is 
still in its beginning.” 

3. Sometimes test results can be used to 
great advantage when we are interested in 
exploring the inter-relation between mem- 
bers of a family, for instance, between sib- 
lings. It can indicate how the various per- 
sonalities in the family affect each other. 


“ Klopfer and Kelley, op. cit., pp. 403-404. 


In the E case (not included in the 25 cases), the 
case worker was interested in two children of a 
family that showed many signs of a “ family ney- 
rosis.” George, 13%, seemed to be under the 
domination of his younger brother Eugene, 12, 
Both brothers were bed-wetters, but this symptom 
persisted in Eugene, whereas it had cleared up 
when George had become 13. George’s progress in 
school was slow; Eugene was much more alert 
and the “stand-by” of his school teacher. The 
older brother refused to go to camp unless he 
could go with his brother as Eugene “ was better 
in making friends with the boys.” Eugene was his 
mother’s favorite and was well liked by all rela- 
tives and friends. George, compared with him, 
was a colorless fellow in whom nobody had a 
particular interest. Rorschach tests of both boys 
showed many similarities, especially a strong in- 
hibition and a retardation of the emotional develop- 
ment. The tests confirmed the assumption that 
Eugene was more intelligent than George. But 
they revealed marked neurotic pathology in Eugene, 
whereas George’s personality seemed to be more 
poor than disturbed. About one year after the 
tests had been taken, the development corroborated 
the test results. Whereas George went on in school 
in a consistent and, within his limitations, successful 
way, Eugene became more and more restless, failed 
to be promoted in school, and lost a good deal of 
his superficial superiority. He finally had to 
undergo psychiatric treatment. The Rorschach test 
in this case proved an excellent tool for early 
diagnosis of the situation. 


We mentioned above that the validity and 
reliability of the test have been established 
through experience and experiments. In 
studying the 25 cases mentioned above, we 
tried to determine how advantageously the 
test has been used in family case work. 
From the mere study of case records it has 
not been possible to arrive at safe conclu- 
sions, for the following reasons: (1) In the 
majority of cases, psychiatric consultation 
followed the testing. It cannot be said how 
much the psychiatrist’s opinion and recom- 
mendation was based upon the test and how 
much on other material; (2) success and 
failure of case work treatment depend on 
many factors. It cannot be attributed to one 
single element in the diagnostic process. 

In order to secure at least some informa- 
tion on the usefulness of the Rorschach test 
in family case work, we asked the workers 
on the 25 cases to answer questionnaires 
containing, among others, the following 
questions : 
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1. Did the use of the test conform with 
the case work diagnosis and, eventually, the 
psychiatric and psychological findings ? 

2. Was the test useful for treatment, and 
how? 

3. Would you use a Rorschach test again 
in a similar situation ? 

In view of some difficulties, such as change 
of workers and closing of cases, we received 
answers from only a part of the workers, 
but the number of answered questionnaires 
(13) does give us some basis for an evalua- 
tion of the sample. 

Question 1 was answered with “ yes” by 
10 out of the 13 workers (77 per cent). In 
ene of the remaining cases, it was felt that 
the prognosis on the basis of the Rorschach 
test had been more optimistic than the later 
development seemed to indicate. In another 
one, later examination showed that the 
organic brain condition that was shown in 
the Rorschach test did not play as important 
a role in the client’s development as had 
been assumed. In the last case, the case 
worker could not confirm the validity of the 
test in view of conflicting psychiatric opin- 
ions on the client’s condition. 

As to questions 2 and 3, there was a com- 
plete unanimity of opinion. In every case it 
was felt that the test had been useful and 
all workers said they would use the test 
again in a similar situation. Particularly 
interesting was one answer to question 2. 
“Yes. It [the test] threw the weight of 
diagnosis toward one hypothesis that had 
been one of two possibilities in the case 
worker’s mind.” 

The questionnaires were also used for the 
clarification of the problem as to whether 
any dangers were involved in giving the test. 
The case workers were asked whether the 
client, at the time of the test, or subsequently, 
expressed any feeling, negatively or posi- 
tively, about the test. In 6 of the 13 cases, 
no such reactions were observed. Three 
persons (2 adults and 1 child) expressed 
some anxiety. One child said it was all “a 
bother and a bore”; three clients (1 adult 
and 2 children) showed interest in the test. 
In no case were any disadvantageous con- 
sequences of the test reported. This is in 
line with the general experience with the 
Rorschach test. Some expression of anxiety 
at taking the test adds material for inter- 
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pretation. The test experience in itself is 
harmless. From the case records, as well as 
from the answers to the questionnaires, it 
can be said that the experience of the case 
workers with the Rorschach test has been 
satisfactory. 

If the test should be used in family case 
work in a broader scope, it would become 
necessary to clarify some additional prob- 
lems. One is the problem of whether the 
test should be used as an independent di- 
agnostic tool or together with psychiatric 
consultation. Rorschach’s above-mentioned 
opinion on the use of the test gives the key 
for the solution of this question. Where a 
psychiatric problem is involved, it will be 
necessary to secure psychiatric consultation 
in order to arrive at a safe diagnostic basis. 
Where, however, the problem is not a psy- 
chiatric one, as, for example, in vocational 
guidance cases, psychiatric consultation will 
be dispensable. In no case should a so- 
called “ blind diagnosis,” that is, a diagnosis 
based merely upon the Rorschach record, 
be used. At the 1942 Annual Meeting of 
the Rorschach Institute, it was emphasized 
by a number of Rorschach experts that the 
blind diagnosis should be limited to the field 
of research and that, in any practical appli- 
cation of the test, all other available material 
in addition to the Rorschach record should 
be used to safeguard the validity of the 
interpretation. 

If the Rorschach test should be used more 
frequently in family case work, the question 
would be raised as to who should administer 
the test. For the time being no general 
answer can be given to this question, as the 
solution will depend on the available re- 
sources. Some hints can be given. A num- 
ber of psychiatrists have Rorschach training 
and use the test as part of their diagnostic 
procedure. Obviously, consultation with 
such a psychiatrist will release the case 
worker from any responsibility in regard to 
the administration of the test. However, as 
the administration, scoring, tabulation, and 
interpretation of the test is rather time- 
consuming, it seems doubtful whether the 
psychiatric consultants will be able to do this 
work themselves in many cases. In some 
instances, psychiatric clinics, which can use 
the material for their own scientific purposes, 
offer a Rorschach test for relatively low 
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charges. This kind of resource is very help- 
ful and reliable, but, in many instances, going 
to a psychiatric clinic is a very frightening 
experience for the client. The case worker, 
therefore, will have to be careful with such 
referrals. 

The remaining possibilities are administra- 
tion of the test in the case worker’s office 
through either a psychologist or a case 
worker with Rorschach training.** The by- 
laws of the Rorschach Institute make a 
distinction between members and fellows of 
the institute. Members are entitled to ad- 
minister, score, and tabulate the test, but not 
to take the full responsibility for its inter- 
pretation. Only fellows have the right to 
make interpretations. In many instances, it 
has proved practical to have a member ad- 
minister or score and tabulate the test and 
make a tentative interpretation. The results 
can then be checked by a fellow of the 
institute or a psychiatrist with Rorschach 
training. 

The number of case workers who have 
obtained Rorschach training is small, but is 
increasing. Asa rule a two-semester course, 
two hours a week, such as given at Teachers’ 
College, Columbia University, New York, 
will enable a case worker with some psychi- 
atric background to become a competent 
administrator of the test.‘ It is much more 
difficult to gain enough proficiency to in- 


* At present, Rorschach experts are available in 
most of the larger cities. A list of trained experts 
or any information on resources can be secured 
from the Rorschach Institute (Director, Dr. Bruno 
Klopfer, 3820 Waldo Avenue, New York, N. Y.). 

“Cf. Bruno Klopfer, “ Instruction in the Ror- 
schach Method,” to be published in Journal of 
Consulting Psychology. 
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terpret the findings, for this requires much 
experience with the test and a good clinical 
knowledge. Hence these workers will need 
to rely on more adequately trained persons— 
that is, fellows—for making the interpreta- 
tion. Rorschach training not only enables 
one to use the Rorschach method, but also 
valuably broadens psychological understand- 
ing. Schools of social work might well 
consider whether Rorschach training might 
not be made a part of the curriculum of 
students training for psychiatric case work. 
Where the case worker himself is able to 
administer a Rorschach test, this experience 
proves very valuable in helping him under- 
stand the client. For the experienced Ror- 
schach worker a Rorschach record is like a 
portrait of a personality. 

If the Rorschach test should become an 
ordinary tool of case work treatment, it 
would be necessary to find the best time for 
its administration within the case work pro- 
cedure. In a few of the 25 cases, a Ror- 
schach test was given within the first three 
months of treatment. Ina larger group, the 
case worker did not use this resource until 
all other diagnostic means had been ex- 
hausted. There cannot be much doubt that 
the earlier the Rorschach personality picture 
of the client is secured, the greater will be 
the advantage to the case worker. In some 
cases, re-testing after a certain period of 
treatment will be helpful in evaluating suc- 
cess or failure of treatment and in checking 
on the development of the client. 


*The Rorschach Institute arranges summer 
Workshops with a condensed training program for 
students with no opportunity to attend regular 
classes. 
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HE CONTROL of venereal disease as a 

necessary part of the war effort is pre- 
senting itself as a very vital problem to 
governmental, professional, and health or- 
ganizations. As case workers, we recognize 
in social action the keynote of the approach 
to the problem but assert that our services, 


focused as they are on the individualized 
approach, are a very real and necessary 
contribution. 

For our exploration at this time, let us 
limit ourselves to a study of the emotional 
and psycho-social component of syphilis in 
its latent and asymptomatic stages, and to a 
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discussion of the treatment principles in this 
connection. Medical social work learned 
early in its developmental life that its knowl- 
edge is based on the general fundamental 
layer of generic case work concepts. We are 
evolving theories in our own area of func- 
tioning regarding regression, dependency, 
disability, and so on, in illness. We are 
showing ourselves avid students of psycho- 
somatic medicine and are extracting from it 
much that is applicable to medical social 
work. We recognize that we are not dealing 
with unique diseases or problems but merely 
with unique individuals. However, the very 
diagnosis of syphilis is so surcharged with 
emotional content that perhaps in dealing 
with it our basic diagnostic and treatment 
skills should be put under special micro- 
scopic inspection for sharper delineation. 
Examinations for Selective Service and 
for Red Cross blood donations have un- 
covered many hitherto unknown cases of 
syphilis. Other case-finding methods have 
always brought forth the unsuspected case. 
The sudden disclosure of syphilitic infection 
to the patient who has come to a clinic to 
have a wart removed and submitted to a 
routine Wassermann, to the man who is 
examined by the Selective Service medical 
authorities, or to the person who has offered 
his blood to the Red Cross, is very apt to 
produce emotional trauma. The U. S. Pub- 
lic Health Service informs us that approxi- 
mately 71 per cent of syphilitics do not seek 
or receive treatment until the disease is in 
its later stages. Illness is always fraught 
with an emotional component. Consider 
how this must be accentuated with a socially 
unacceptable illness. Dr. Gerald H. J. 
Pearson says, “In its truest sense, syphilis 
is a social disease. Associated as it is with a 
person’s most fundamental sex conflicts, the 
psychologic effects strike at anxieties and 
fears connected with these, and at all expres- 
sions of the sex instinct.”? Most people 
talk easily and freely of their physical ill- 
nesses, and some derive considerable satis- 
faction in discussing them. Because of our 
culture and mores, however, this is not so 
with venereal disease. Harriett M. Bartlett 
says, “ The implication of having given the 
‘Syphilis. Some Psychologic Aspects of Treat- 


ment. Archives of Dermatology and Syphilology, 
June, 1931, Vol. 23. 
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disease to, or received it from, another per- 
son, the possibility that it was contracted 
through sexual intercourse, these factors are 
weighted with possible emotional meanings 
which one or another patient may attach to 
syphilis.” 

Reactions to the diagnosis may range from 
disbelief and refusal to accept it to stark 
terror and hysteria. Often there is con- 
siderable guilt and resultant behavior symp- 
tomatic of thar guilt. Threat to security, 
happiness, and familial adjustment; loss of 
self-respect, ego-damage, self-criticism, and 
morbid and irrational fear are some of the 
common attitudes and forms of behavior 
workers encounter in these patients. What 
meanings inhere in this resistance, this fre- 
quent refusal to accept the diagnosis? Most 
frequently, explanation is found in the pa- 
tient’s lack of knowledge regarding this 
disease. The patient who claims he never 
had a blemish on his skin, has never been 
seriously ill, never felt better in his life, or 
the patient who does not know that what to 
him was an insignificant sore or mild rash 
which soon disappeared was syphilis, is likely 
to find acceptance of the diagnosis very dif- 
ficult. The fact that there are no visible 
symptoms makes the appreciation of the 
latent dangers and the need for treatment 
very difficult for some patients to grasp. Yet 
the form of treatment is a lengthy and un- 
pleasant one, and proper motivation must 
be found for the patient to undertake and 
continue his treatment. In the latent stage 
of the disease, to which we are especially 
referring, syphilis is not the ravaging plague 
so dramatically and sensationally publicized. 
How to help these patients see their medical 
treatment through to completion is an aspect 
of the worker’s treatment role which we shall 
discuss shortly. 

More frequently the disclosure of the diag- 
nosis arouses inordinate fear and extreme 
anxiety. Patients, told that they are not 
infectious, nevertheless refrain from personal 
contact with other individuals, discourage 
affectionate demonstrations from their chil- 
dren, and cease marital contact. They live 
in constant fear of disastrous consequences to 
their health, of nervous and mental deteriora- 
tion. Others become morose and depressed 
with consequent social maladjustment. Pa- 
tients who interrupted their treatment in the 
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past may have done so because the con- 
tinuation of treatment meant keeping their 
fears constantly active. With discontinua- 
tion of treatment, temporary adjustment was 
achieved. When for one reason or another 
these patients resume treatment, this very 
resumption may reactivate old problems. 
Quoting Dr. Pearson again, “ The syphilitic 
patient who opposes both diagnosis and 
treatment does not do so because of pig- 
headedness or ignorance, but because his 
behavior is motivated by unconscious mech- 
anisms over which he has little control.” 

We have omitted discussion of the objec- 
tive and environmental problems arising out 
of this illness. Although workers are called 
upon to treat such problems, usually these 
patients are capable of much self-help and 
responsibility in this area if they receive help 
in the emotional and psychic one. 

Let us then proceed to a consideration of 
our function and treatment role. The case 
worker who is to be of any value to these 
patients must bring to her work a conscious 
awareness of her own feelings about the 
disease. These feelings must of necessity be 
devoid of moral, censorious, or judgmental 
elements. There should be an intelligent 
awareness of the morals, customs, anxieties, 
and pressures that each person may have 
because of his own individual and peculiar 
background, nationality, social heritage, and 
status. 

The worker usually meets her patient for 
the first time after he or she has just seen the 
doctor and been given the diagnosis. This 
situation, the mere coming together of the 
client and worker, requires further com- 
ment. The patient, unaware of our exist- 
ence and perhaps as yet unaware of a need 
for a social worker, has not requested a re- 
ferral. In the busy clinic, unfortunately, the 
doctor or nurse may overlook the need for 
referral unless a social problem protrudes 
itself blatantly. This has been overcome in 
some instances by arranging that all new 
patients be interviewed by a social worker. 
We are thus likely to be confronted with a 
situation in which the client has not initiated 
the helping process by request or application 
for service. There is no implication here of 
disagreement with the concept that con- 
structive help can be given only where de- 
sired or requested. Experience indicates, 
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however, that the disturbed and distraught 
patient ordinarily does welcome the oppor- 
tunity to talk with a worker, after the worker 
has introduced herself and briefly interpreted 
her service. Such opening remarks as, “ We 
know this must be an awful shock to you, and 
perhaps there will be no one else you care to 
talk to about it. If it will make you feel 
any better, I should like to talk this over 
with you,” or “ Perhaps I can help you to 
face this,” or “ There may be something you 
don’t understand about what the doctor said 
that I can explain,” or “I can understand 
that this must be very disturbing, but just 
what is it about having this disease that 
upsets you?” illustrate the kinds of verbal 
activity that will usually elicit from the client 
a willingness and expressed or unexpressed 
desire for participation in a treatment rela- 
tionship. Such comments are far from being 
casual or perfunctory. They can be the prel- 
ude to supportive help from us, they give 
direction by focusing attention on an ex- 
ploration of the problem, and they help re- 
lieve tensions. 

Most patients will respond with consider- 
able emotion, sometimes overtly displayed 
and sometimes suppressed. For example: 
“T can’t face this, it’s so humiliating.”—“ If 
anyone should ever find out, I’d kill my- 
seli.”—“I’d rather be told I had a can- 
cer.”"——“It would be different if I ran 
around, but since my husband died, I never 
go out.”—‘“I suppose I will go blind or 
crazy.” —‘‘ The doctor says I have an excel- 
lent chance to be cured, but I suppose they 
say that to make you feel better.” 

It will not be necessary to dwell on the 
need for giving the patient the feeling of 
acceptance. This technique, necessary in 
dealing with all kinds and manifestations of 
insecurity, is paramountly important in deal- 
ing with a person who, because of the nature 
of his illness, feels himself a social outcast. 
Very early in the relationship, the patient 
requires indication from us by our behavior 
and discussion that he is respected as an 
individual. The restoration of his impaired 
self-prestige becomes one of our immediate 
treatment objectives. Often the diagnosis 
will precipitate much verbalized self-con- 
demnation. Our acceptance and respect for 
the individual and identification with him 
will help to modify the severity of this type 


May, 1943, The Family 














FLORENCE HASELKORN 93 


of rejection of self so frequently found as a 
pattern of behavior in syphilitics. Realizing 
that his security and integrity are endan- 
gered and that his satisfactions in the areas of 
family life, social status, work, and social life 
will be affected, we should utilize our sound- 
est case work techniques to conserve these 
aspects of personality so essential for normal 
functioning of the individual. 

We have seen that one of the immediate 
reactions observed in the first contact with 
the patient is fear, and that often this pos- 
sessing fear is based on misconceptions, lack 
of knowledge, and irrationality. The mere 
name syphilis has such foreboding physical 
connotations to the average person, produc- 
ing mental images of hideous, revolting 
lesions, deterioration of the faculties of co- 
ordination, and so on, that it becomes incum- 
bent upon the worker in this particular field 
to enter into an educational and interpre- 
tative role more actively, perhaps, than is 
required with most medical social situations. 
As we know, the chances are quite good that 
the ravaging physical consequences can be 
averted if adequate treatment is received 
before the disease has made inroads on the 
organism. Syphilologists state that about 
60 per cent of those infected may perhaps 
never have organic symptoms. It is to these 
patients that this discussion is confined. 

Is our educational function a role appro- 
priated from the doctor and public health 
nurse? Are there case work implications 
residing in this function? That the impart- 
ing of medical information falls most prop- 
erly to the doctor is unchallengeable. It is 
questionable, however, whether the doctor 
can possibly give the time and patience to 
the inexhaustible stock of questions asked by 
the patient, questionable whether the fears 
can really be allayed by answering the ques- 
tions once simply and directly. Certainly it 
would seem desirable and necessary that the 
diagnosis and some explanation of the illness 
be given, in the first instance, by the doctor. 
Only then can it be authoritative and carry 
weight with the patient. However, a con- 
siderable preponderance of the patient’s 
needs are for clarification, emphasis, ampli- 
fication, and, above all, for continuous reas- 
surance. Conscious that we are trespassing 
in dangerous territory, we avoid discussions 
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best handled by the doctor, and refrain from 
giving the patient more information than he 
requires for his purposes. The skilful 
worker determines the extent and content of 
instruction by her knowledge of how the 
disease was acquired, the stage of the illness, 
the patient’s capacity to absorb information, 
and his general level of intelligence. The 
very fact that the doctor’s answers have not 
satisfied the patient may have special mean- 
ing for the discerning worker. The ques- 
tion asked may be the shield for the real 
center of disturbance. Often what the client 
needs is not anything so concrete as factual 
information, but, rather, help with some 
underlying problem. Mr. C’s case illustrates 
this. 


Mr. C, a married man, has recently discovered 
that he has syphilis which the doctor believes is of 
many years’ duration. His wife has been ex- 
amined with negative results. On his third clinic 
visit he asks the doctor, “Isn’t it best for me not 
to have contact with my wife until I get this thing 
cured?” The doctor explains that he is not in 
the communicable stage of the disease and that, 
since his wife has not contracted it in the past, 
there is no likelihood that she will while he is 
under treatment. In the worker’s next interview 
with Mr. C, they are talking over how the knowl- 
edge that her husband has syphilis has affected 
Mrs. C. 


Mr. C: “She’s been O.K. After she spoke with 
you and the doctor, she came home and said, ‘ It’s 
one of those tough things, but nothing to kill our- 
selves over’.” 

Worker: “ Then you really don’t think this will 
hurt your relationship with her?” 

Mr. C (after hesitating and blushing): “I 
can’t say that. You see, I’m not having intimate 
relations with her ever since I found out about 
this.” 

Worker: “Have you asked the doctor about 
this?” 

Mr. C: “ Yes, and he says it’s all right to. Is it 
really? I thought syphilis was supposed to be so 
contagious.” 

Worker explains further in simple, elementary 
fashion about the stages and infectivity of the 


disease. 


Mr. C: “ That’s what the doctor said, but I 
want to be 100 per cent sure of getting it out of 
my system first. Anyway, the whole thing has me 
all tied up in knots.” 


This and subsequent discussions revealed that 
the cessation of marital contact was bound up with 
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feelings of shame, guilt, masochism, and resentment 
against Mrs. C for having forgiven him so easily. 
By stating his motive as merely one of avoiding 
infection of his wife, Mr. C was justifying and 
rationalizing. 


The function of the worker in this instance 
turned out to be not that of explanation but 
rather of case work treatment in the area of 
inner pressures and conflicts. This case 
illustrates, however, that one of the purposes 
of being prepared to supplement the medical 
information given by the doctor is that such 
supplementation may afford the medium 
through which we may help the patient to 
discover and deal with the real problem. 

There are other reasons for the efficacy of 
the worker’s educational activity. The pa- 
tient is often so flustered and nervous in the 
presence of the doctor, or he may become so 
inhibited when he observes how busy the 
clinician is, that he does not ask questions 
that are on his mind; or, if he does, the 
explanations are lost to him. The worker 
too will refrain from giving factual infor- 
mation when the patient is too bewildered 
or upset, for it will be meaningless. Occa- 
sionally the worker is confronted with the 
patient who seems either very vague about 
the diagnosis or is completely ignorant of it. 
He will tell us that the doctor said his 
“ blood was a little weak,” and that he would 
need injections. Another expression used 
frequently is “ bad blood.” The clinic phy- 
sician, overburdened with the pressure of 
work, may sense in a patient a lack of emo- 
tional readiness to accept the diagnosis. In 
preference to giving it hurriedly and seem- 
ingly callously, he will refer the patient to 
the worker who will be in a better position 
to gauge the patient’s emotional equipment 
and who is prepared to cope with emotional 
reactions to the diagnosis. Thus, the mere 
giving of medical information can well be a 
case work tool if applied discriminatingly. 
It becomes apparent finally that there is no 
rigidity about the interpretative service. It 
is given by the doctor, or the worker, or 
jointly, or supplementarily, depending on the 
individual case. It is presupposed that the 
worker will have a competent factual back- 
ground about the disease and will reinforce 
this by frequent conferences with the doctor 
over medical implications in specific cases. 

Case work theory and practice have 
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achieved considerable analytical understand- 
ing of “talking” as a therapeutic instru- 
ment. We know that tensions are released, 
anxieties lessened, and situations clarified 
for the client merely by permitting him to 
talk his disturbances through, the worker’s 
helpfulness residing chiefly in her sensitive 
receptivity and purposeful listening capaci- 
ties. The fundamental validity of client par- 
ticipation in order to achieve independence 
of thinking and decision is thus made pos- 
sible when he is permitted and encouraged 
to verbalize. It is difficult to trace the causes 
of emotional and psychic difficulties, so en- 
meshed are they often in hidden, repressed, 
or unconscious levels. What progress can 
be made in a treatment relationship unless 
we have been able to ascertain what it means 
to the patient to know that he has syphilis? 
Nor can we always accept what the patient 
labels as the actual source of conflict. Only 
by our intelligent and properly focused guid- 
ance in helping him to verbalize, can we 
achieve diagnostic clarity and help the pa- 
tient to acquire the emotional strengths nec- 
essary to face his situation. The intimate 
nature of the material to be discussed and 
the actually uncomfortable subject matter 
encompassed by the diagnosis frequently re- 
sults in what at first seems to be a resistant, 
unresponsive, non-communicative client. If 
we are not able to create an atmosphere of 
ease and comfort, understanding, and accept- 
ance, we may be involuntarily assisting him 
to internalize rather than resolve his con- 
flicts. His ability to relate himself to us in 
a helpful relationship will depend, to a great 
extent, on the skilfulness and maturity of 
our behavior. Dr. Flanders Dunbar and 
others have increased our understanding of 
how emotions that cannot be expressed be- 
cause of environmental limitations or the 
patient’s own inhibitions result in conflict 
which may be excluded from consciousness. 
We are all familiar with the duality and 
polarity in the human mind. A patient ex- 
periencing ambivalent feelings as to whether 
to tell the husband or wife the diagnosis and 
secure his or her examination as a contact, 
is helped not by imposing our decision on 
him but by helping him to verbalize the con- 
stituent elements of his conflict. In this 
particular situation, the worker who is deal- 
ing with noninfectious patients rather than 
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with early and infectious cases enjoys the 
luxury of not having to deal in an authori- 
tative manner in. the matter of having the 
contact examined. She proceeds in the 
tempo dictated by the patient’s ability to 
move, avoiding pressure or coercion and 
thereby decreasing possibilities for conflict. 
She must avoid, too, the danger of indulging 
the patient in his indecision or of overpro- 
tecting him. The worker’s well-balanced 
activity in drawing on the client to do his 
own thinking and reach his own conclusions 
will be significant in increasing his capacity 
for growth and action. 

Recognizing then, as we must, the value 
of talking, we also recognize that there are 
times and situations when it is contra-indi- 
cated. So often the disclosure of the diag- 
nosis will elicit from the patient a discussion 
of much background material irrelevant to 
the present situation. Unless the worker is 
sharply focused and attuned to the essence of 
the problem, she and the patient may lose 
perspective and find themselves on a dead- 
end road. With her function clearly defined, 
she must avoid this diffuse talking and not 
be susceptible to the temptation to treat 
everything in the situation. She will guard 
against discussions digressing from the focus, 
for they may often be symptomatic of the 
client’s evasiveness. If behavior is purposive, 
often the client’s needs to discuss a wide 
range of subjects may be the signal that 
something is amiss. 


The experienced worker will recognize 
that psychopathology may have existed prior 
to the patient’s having acquired syphilis, and 
that the patient may have deep-seated emo- 
tional tensions that were in existence long 
before the onset of the disease. She will not 
add to his disturbance by raising these prob- 
lems only to withdraw ultimately and close 
the case as untreatable. The possibility of 
the patient’s attitude changing should be 
carefully evaluated before awkward and 
clumsy intrusion from us. Perhaps there is 
indication for deeper therapy than we are 
equipped to give. For example, if Mr. C 
had persisted in abstinence from normal 
relations with his wife, there would have 
been indication for referral for psycho- 
therapy. It was because the worker saw 
movement and change in his attitude that 
she continued with treatment. A case illus- 
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tration at this point regarding treatability is 
appropriate. For purposes of brevity, let 
me summarize. 


Ellen B, a young woman of 28, came to .the 
skin clinic for a mild case of acne. A routine 
Wassermann disclosed syphilis. History taken by 
the doctor revealed that at the age of 18, at the 
time of her first marriage, her husband told her he 
had syphilis and that she ought to have herself 
examined. She, however, felt well and, not observ- 
ing anything which to her would appear as syphilis, 
never bothered to see a doctor. She left her hus- 
band two years later because of his persistent 
infidelity. Sometime later she met Jack, with 
whom she was now living. Her first reaction was 
a bland, “So I’ve got syphilis. I wonder whether 
Jack will leave me when he finds out.” The 
worker, believing the situation became a _ prob- 
lematic social one because of the diagnosis, entered 
into a treatment relationship, searching for hidden 
turmoil since there was no expressed disturbance. 
Despite the fact that Miss B soon told Jack, who 
was tested and found negative, no hostility or 
antagonism between them arose. The patient 
seemed to have made a fairly rapid and satisfactory 
adjustment to her diagnosis, but nevertheless visited 
us each time she came for an injection to “ chat.” 
She chatted about the disease, she gossiped about 
other patients she met in clinic, she related very 
personal aspects of her relationship with Jack 
glibly and facilely. At times she seemed nervous 
and restless, and we persisted in our attempt at 
medico-social diagnosis. After two months of 
weekly visits, we were correct, I think, in evaluat- 
ing that Miss B presented no serious conflicts, had 
accepted her diagnosis with a complete lack of 
feeling, and in general represented a person with 
whom a treatment relationship was of questionable 
value. 


That, even with syphilitic patients, there 
can be no generalization of inevitable emo- 
tional reaction is demonstrated in any case 
load. To some men and women, either be- 
cause of emotional shallowness or a pattern 
and way of living, the emotional adjustment 
is either not necessary or is made with con- 
siderable rapidity. Again, however, the 
worker should caution herself against accept- 
ing the placid, undisturbed surface without 
further investigation. What is generally 
true is that for many or even the majority of 
patients the emotional upset arising out of 
the diagnosis is the reaction of a normal 
healthy personality to an unusually distress- 
ing situation. Patients otherwise perfectly 
capable of self-directing, adjusted lives are, 
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for the first time, facing a situation too diffi- 
cult to cope with alone. Their behavior 
patterns and feeling reactions do not indicate 
an inability to deal with reality as they 
have always encountered it. The upsetness, 
so to speak, is a normal, understandable 
disturbance. 

Very frequently our service is brief. A 
clinic attendance of 500 patients weekly will 
present 50 or 60 cases requiring extensive 
treatment (in the sense of both time and 
quality). Most other cases require the brief 
service of education, interpretation, and 
some help in resolving the patient’s conflicts 
before he is prepared to accept the medical 
treatment prescribed. However, again we 
must warn ourselves that often the real 
meaning the situation presents to the patient 
may not emerge for some time. For instance, 
we frequently meet the patient who does not 
at first seem to require a prolonged sup- 
portive relationship with a social worker, 
but who permits his attendance to lapse after 
perhaps receiving two or three courses of 
injections. In our follow-up efforts to 
secure his co-operation, we discover that 
there are psycho-social factors blocking his 
carrying out the medical recommendations. 
These may have existed at the very outset, 
but were not uncovered and dealt with, and 
delinquency in attendance resulted. 

With so many of these patients who have 
become aware of their syphilitic infection 
some time after its contraction, its source or 
origin is a baffling mystery. They are ob- 
sessed with questions of how, where, and 
when it was acquired. The fact that the 
doctor is unable to locate the origin is a 
source of much agitation for them. This 
need for most patients to trace the origin 
may be evidence of an unconscious attempt 
to purge themselves of guilt. It is usually 
unsafe and risky for most workers to unravel 
these deeper implications. It may be of help 
merely to reiterate constantly that the im- 
portant thing is that the patient receive the 
maximum benefit of treatment and_ that 
ascertaining the origin of infection will not 
be of material help in achieving cure. 

A close corollary is the patient’s frequent 
conviction of his innocence. For the woman 
whose only exposure to syphilis has been 
through her husband, the contraction of the 
disease looms up as an undeserved, un- 


merited, and ironical punishment. It does 
not require immeasurable perspicacity to 
recognize that she must have complete con- 
fidence in our acceptance of her innocence. 
It will not help her for us to intensify her 
bitterness by excessive sympathy or pity for 
her victimization. A desirable and healthy 
approach to be adopted by the client would 
seem to be that venereal disease like any 
other disease is not laden with moral implica- 
tions of guilt or innocence. 


When problems of marital relationship 
arise out of the diagnosis, keen judgment 
and careful self-restraint will be necessary if 
the worker is to circumscribe her area of 
activity. Because of the nature of the func- 
tion of the hospital or clinic, the core of the 
problem will consist in helping the patient to 
take the necessary treatment by the elimina- 
tion or dissolution of emotional obstructions. 
When the marital problem assumes dimen- 
sions beyond the scope of medical workers, 
skilful referral to a family agency is indi- 
cated. There is, however, no clear-cut de- 
marcation. The worker’s service may be of 
value in helping the patient to express her 
hostility toward her husband, maintaining a 
supportive relationship throughout the treat- 
ment period or as required by the patient, 
and generally securing her co-operation by 
treating those emotional symptoms that are 
closely associated with or related to her ill- 
ness and its treatment. 


One of the major contributions to be made 
by the worker in a syphilis clinic is that of 
securing the patient’s co-operation through 
the completion of his medical treatment. 
Case-holding is nothing else but the logical 
outcome of effective case work treatment. It 
is indisputable that patients will require help 
in carrying out procedures incidental to in- 
stitutional medical care, that psycho-social 
factors may affect patients’ medical progress, 
that the peculiar nature of the illness and its 
arduous treatment regimen will require the 
sustaining effect of contact with the worker. 
Where the worker has established rapport 
with her clients, where sound case work is 
practiced, cases are held. Where clients 
are put through mass treatment procedures, 
where their mental health is disregarded, 
where individualization does not exist, cases 
are lost or, worse still, sick individuals are 
neither treated for their physical illness nor 
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helped with their emotional ills. Studies of 
delinquent and lost cases invariably disclose 
psycho-social factors as causative factors. To 
be most effective, our work must be pre- 
ventive. Habits of laxity and negligence, 
unhealthy and abnormal attitudes toward 
treatment, once crystallized, are not easily 
amenable to treatment. 

Before concluding this presentation, a 
brief comment on several of the peculiarities 
of medical social work in general, and work 
in syphilis in particular, seems necessary. 
The fact that the worker functions in an 
authoritarian setting and that she is closely 
linked and associated with her hospital ad- 
ministration naturally colors and affects the 
content of her work. Her responsibility to 
the community and her role in community 
health present pressures which she must 
skilfully work with and adapt to her case 
work function. 

Interpretation of her function to the ad- 
ministrative personnel and medical staff—a 
challenging problem to all medical social 
workers—will particularly tax the ingenuity 
and resourcefulness of the worker with 
syphilitic patients. The diagnosis does not 
lend itself readily to joint diagnostic and 
treatment evaluation by the worker and 
doctor. Psychogenetic causation is not the 
factor it is in colitis, ulcers, cardiac disease, 


and so on, and the persistence of emotional 
dissatisfactions does not directly or may not 
even indirectly affect the patient’s physical 
recovery, providing he receives his injections 
and generally follows the doctor’s recom- 
mendations. Many of the activities so com- 
mon in other services are entered into 
infrequently in syphilis, e.g., vocational re- 
education, convalescent care, hospital admis- 
sion, psychological preparation for surgery, 
and so on. 

The subject of the syphilitic patient’s con- 
tacts and their examination has not received 
my especial attention. The well-equipped 
case worker secures their examination not 
because she is burdened with responsibility 
to report to health authorities, but because 
she has helped the patient to see for himself 
its necessity and desirability and helped him 
to assume responsibility in this direction. 
The question of contacts, however, would 
receive special stress and require different 
emphasis with patients in the communicable 
stage. 

Finally, any approach characterized by 
specificity faces the danger of shadowing the 
broad general outlines. It is not our con- 
tention that skills, techniques, or tools are 
different. It is hoped, however, that by re- 
viewing the applicability of basic concepts to 
this diagnosis understanding is enriched and 
insight deepened. 


Planning for Personnel 


Lucia B. Clow 


AR brings many personnel shortages 
both in and out of social work. In 
social work itself this problem is no respecter 
of fields or of size of community. Nor is 
the problem a new one. There were acute 
shortages of competent social workers in the 
depression and in the pre-war period and 
continued shortages are predicted for the 
post-war period. War has merely sharpened 
the need and pushed social work into vying 
with other vocations in attracting candidates 
for professional preparation. 
The individual agency faced with acute 
shortages has few lines of action open: It 
may compete aggressively with other similar 
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agencies in recruiting and keeping experi- 
enced workers; it may modify its program 
through reducing the amount or caliber of 
work done; it may straddle the issue by 
attempting to maintain the same program 
and standards but with fewer or less com- 
petent or untrained workers; or it may 
actively develop and expand sound training 
plans in conjunction with one or more of the 
graduate schools of social work. 

In the face of sharp reductions, each 
alternative may not be seen for what it is. 
Various other adjustments may be suggested, 
such as that of actually lowering personnel 
standards themselves. This brings the 
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doubtful benefit of release from the sense of 
inadequacy in not being able to live up to 
acknowledged standards. Another adjust- 
ment suggested is that of possible short cuts 
in methods of achieving the same standards, 
for example, short courses, apprenticeship 
training, and so on. 

A small committee * of which I am a mem- 
ber recently came out of a two-day discus- 
sion of this problem with a conviction that 
there is definite danger in getting into a state 
of panic and forgetting the real nature and 
purpose of standards, and discarding or 
undercutting them with hurried substitu- 
tions. The committee concluded that if it 
becomes necessary for an agency to take 
untrained or partially trained workers it may 
be much wiser to do so frankly, classifying 
them as such, yet working energetically at 
the same time for fuller opportunities for 
such workers to get the preparation they 
need, slowly and bit by bit if necessary. This 
plan might call for deviations in current 
practice, but it could be done with a clear 
concept of the standard or goal to be worked 
toward and with a respect for the meaning, 
purpose, and use of standards. Thus, if 
there are no magic short cuts to the accepted 
goal, there may be clearly recognized com- 
promises in view of immediate necessity. 
With this in mind the committee proceeded 
to an exploration of practical means of meet- 
ing the personnel shortage. 


Recruiting 


It was facetiously suggested that if social 
work could develop a snappy uniform with 
gold braid, recruiting would be easier. More 
soberly viewed, it must be recognized that 
we have not sufficiently developed ways and 
means of selling our profession to the com- 
munity, of presenting the challenging and 
satisfying aspects of social work as a profes- 
sional career. For well over ten years, when 
many other professional fields were over- 
supplied, social work could offer many pos- 
sibilities of employment. College students 
sought out the graduate schools to learn that 
there were jobs aplenty for the worker with 

*The Family Welfare Association of America 
Committee on Personnel: Lucia Clow, Chairman; 
Philip S. Akre, Bernice Bish, Charles Brink, 
Gladys Trailer Conn, Marian Emery, Jeanette 
Hanford, Florence Waite, Cecile Whalen; Virginia 


I.. Anos, F.W.A.A. Staff; Mabel Uzzell, F.W.A.A. 
Staff Consultant. 
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good preparation. The larger, well estab- 
lished schools could make careful selection 
from among the many applicants. However, 
to much of the lay public, social workers 
were needed primarily to care for the unem- 
ployed; and so, with the decrease in public 
relief rolls it was similarly assumed that 
there would be fewer social workers needed. 
Even the fairly well-informed citizen is sur- 
prised when he learns of the non-relief-con- 
nected social services, the expanded need for 
social workers for the U.S.O. and the Red 
Cross, and for many other agencies whose 
work is increasing because of the disloca- 
tions of civilian life and the social problems 
brought about by boom employment itself. 
That social workers are a continuing and 
essential part of the equipment of the mod- 
ern community needs much more effective 
interpretation if college students, their 
parents, and college counselors are to give 
the profession the serious consideration it 
merits. Perhaps social work has been too 
modest about its alternatives to the “ gold 
braid ’—the variety of positions available, 
the possibilities for advancement, the absorb- 
ing nature of the day-to-day task, the oppor- 
tunity for the worker’s own growth, the 
privilege of learning to know and under- 
stand other people, and the adventure of 
being a part of a young profession on the 
make. 


Recruiting has often been left too exclu- 
sively to the activity of the schools of social 
work in issuing bulletins, speaking to groups 
of college seniors, and conferring with stu- 
dents referred by sociology departments. In 
the recent past much progress has been noted 
in the recruiting committees of A.A.S.W. 
chapters, which in various ways have inter- 
preted the profession. These efforts could 
be greatly augmented, however, if boards of 
agencies and members of councils of social 
agencies in both large and small cities joined 
in the recruiting. These individuals often 
have a great variety of contacts with poten- 
tial candidates and could supplement the 
school activities extensively. Planning to 
meet the need for personnel in social work 
in any community needs to be accepted as a 
general community responsibility just as 
completely as planning for its financial sup- 
port. No matter how well a board or coun- 


cil charts out a plan for community service, 
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these plans will never be any stronger than 
are the workers who carry them out. 

Much of the recruiting has, in the past, 
been done by older members of our profes- 
sion, people who are in well established 
positions of leadership. Might not this 
advantageously be shared with some of the 
younger graduates from schools of social 
work? The college student more easily 
thinks of himself as having interests similar 
to those of the younger worker and may feel 
freer with a person more nearly his own age 
to ask questions about the pros and cons of 
the beginning job and ways and means of 
getting training. Furthermore, the younger 
professional worker may also still have col- 
lege associations that can be renewed. 

Recruiting should not be thought of in 
terms of college seniors alone. Vocational 
plans are often started at a much earlier age. 
Interest in social work as a profession must 
be aroused in earlier educational periods. In 
some cities social workers have been able 
to participate in high school vocational con- 
ferences. These long-range plans are hard 
to measure in results achieved but are neces- 
sary investments in general community 
interpretation. 

Recruiting can also be addressed to per- 
sons out of college. One alarming factor 
about turnover in social work is that such a 
large group of recently trained workers 
leave the profession within a few years to 
retire to private life. Some, to be sure, may 
return to active service at later times or in 
other communities, or may serve in a lay 
capacity, but many are completely lost. Sev- 
eral agencies have reported excellent results 
in recruiting for training among volunteers 
and board members. Those who have gone 
into training have responded very well to the 
assumption of their new role as professional 
workers. They usually enter training with 
more maturity and knowledge of what the 
job will be like than the average college 
student. On the other hand, older candi- 
dates need to be scrutinized from the point 
of view of what their previous experience has 
been: those who are running away from old 
problems or are failures in other lines of 
activity rarely make good social workers. 

All these avenues of recruiting would be 
very much broadened if there could be cur- 
rent and popular appeals through radio and 
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magazine articles, presenting professional 
social work as realistically and attractively as 
nursing is now being presented. 


Responsibility for Training 


If participation in recruiting needs to be 
shared more widely, so does the direct re- 
sponsibility for training itself. Competent 
agencies located in the immediate environ- 
ment of established schools usually partici- 
pate through giving field work, scholarships, 
and often personnel, for the teaching of cer- 
tain courses. The burden falls heavily on 
such agencies, although they would probably 
be the first to say that participation in the 
training program is in itself an impetus to 
agency development and somewhat offsets 
the costs. However, the fact remains that 
there are few if any schools of social work 
that could not take more students. Some 
have been limited by the number of field 
work placements available. If more recruits 
could be found, why should field work train- 
ing not be shared more widely among quali- 
fied agencies? There are some that make no 
contribution to the development of person- 
nel. Through offering better salaries they 
take workers for whom the schools and other 
agencies have carried the responsibility of 
early training and induction into experience. 
Then there are agencies which for various 
reasons cannot participate directly in the 
training itself. Many of these are in smaller 
communities and not adjacent to schools. 
Their opportunity for participation might 
come through setting up scholarships ena- 
bling local candidates to go away for 
training. 


Work-Study Plans 


The most immediate step to be considered 
by any agency in a period of shortage is 
some combination of work-study plan; that 
is, the agency recruits and hires a candidate 
who is acceptable as a student in a school of 
social work, then works out a plan of alter- 
nating periods of study and work in the 
agency, or a combination of the two if a 
school is near by. Such plans should be 
sharply differentiated from the old appren- 
ticeship training. Both worker and agency 
must accept and be able to adjust to the dual 
role of student and worker. The plan should 
be carefully worked out in advance, with a 
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statement in writing as to the time off for 
study, scholarship and salary payments, in- 
creases, any deviation from the agency’s 
regular personnel practices, tenure, any re- 
sponsibility for remaining with the agency 
after the plan is completed, and steps to be 
taken if the arrangement is terminated before 
completion. If the worker is to go away for 
stated periods, the time allotted for educa- 
tional leave should be long enough to allow 
the student to have field work training under 
supervision of the school. If the worker 
carries work and study concurrently, her 
work assignments must be kept within the 
bounds of the reduced schedule. If she re- 
turns to the agency for field work, it is 
important not to confuse student training 
with part-time employment. Field work 
must be made a genuine educational experi- 
ence and there must be an appropriate stu- 
dent case load with qualified supervision. 

In selecting a candidate for work-study 
plans, the following should be considered: 


1. College degree and interest shown in courses 
in sociology and related subjects such as psychology 
during undergraduate study. References should be 
secured from the college vocational bureau. 

2. Training or experience in other (allied) fields 
of work that may enhance worker’s value for case 
work. 

3. Eligibility for matriculation at a school of 
social work. This is of primary importance. 

4. Maturity of worker. Can maturity be meas- 
ured? There are guides in a careful review of 
experiences in which worker has had a “ testing 
out,” for example, leadership in college, committee 
work, volunteer activities, other kinds of work ex- 
perience, or successful home management. 

5. Desirable personal qualities, such as a real 
interest in people; ability to learn quickly factual 
information regarding agencies, policies, social con- 
ditions in the community; ability to understand 
case work philosophy, to accept people where they 
are, and to sense a case work problem. 

6. The agency must consider how it can use the 
worker's present skill without changing agency 
function. 


Classification 


At the time of this writing it is still uncer- 
tain whether both public and private social 
work are to be classified by the government 
as an “essential activity.” Whatever the 
decision, the discussion about it has brought 
to light the problem of description of our 


personnel. Would an agency consider all its 
staff “‘ essential ” on the basis of special skill 
developed through training? Could this be 
done for the worker without professional 
preparation in the face of the argument that 
such a person could easily be replaced by 
some other similarly untrained person not 
otherwise needed in the war effort? Could 
experience without training be defined? In 
the agency’s own estimation, to sustain the 
central core of its service to the community, 
what workers would it select as “ essential ” 
and how could their primary importance be 
defined in any objective way? Could any 
social work community set up a priority rat- 
ing within its social work positions ? 

Granted that the above are war-condi- 
tioned problems, there may well be per- 
manent value in facing the need to classify 
our practicing personnel. Some of the uses 
and purposes of such classification might be 
described as follows: 


1. It would facilitate presentation of agency per- 
sonnel needs at budget hearings. 

2. To classify gives status. It also helps to 
clarify differences in responsibilities and in the 
extent of duties between workers on an agency 
staff who are engaged in full case work practice 
and those whose practice of case work is limited. 
The status of the professional group can be main- 
tained with less confusion in the public mind. 

3. It would interpret to board and community 
that many workers are having to carry responsi- 
bilities beyond those appropriate to their natural 
classification and that this is neither wanted nor 
desirable. 

4. A lower classification may help the partially 
prepared worker to feel more comfortable and ade- 
quate than when competing on the level of the fully 
prepared worker. 

5. The number of workers in different classifi- 
cations in proportion to the total number of staff 
will give a quick diagnostic picture of the status of 
the agency’s personnel situation, and should help 
to interpret to the Community Chest and com- 
munity the uncovered parts of the job. 

6. Increased status should be given to the espe- 
cially skilled practitioner which may be comparable 
to (or in some instances beyond) that of the super- 
visory classification. 

7. If the same classifications are in use by all 
agencies it will aid in defining personnel problems 
that all agencies are having to face. 


From other crises have come new re- 
sources and skills, such as the extension of 


May, 1943, The Family 























HELEN E. SPALDING 101 


psychiatric social service from the first 
World War and better personnel and serv- 
ices in many public and private agencies 
from the depression problems of the early 
thirties. In taking a long view ahead, this 


crisis too may bring more systematic recruit- 
ing, sound extensions in training plans, and 
new methods of classification through which 
the social work field may eventually be per- 
manently strengthened. 


The Psychiatry Clinic 


HE EN E. SPALDING 


HE PSYCHIATRY CLINIC was 

opened October 5, 1942, by the Boston 
Psychoanalytic Institute as a “ psychothera- 
peutic clinic for ambulatory patients whose 
problems are related to the present war situ- 
ation.” The title, “ Psychiatry Clinic,” was 
advisedly chosen because the purpose of the 
organization was not only to serve the com- 
munity by the treatment of patients but also 
to conduct a center for research and for 
the teaching of an abbreviated method of 
psychotherapy. 


The Clinic staff consists of members or 
candidates of the Boston Psychoanalytic 
Institute. All of them have had experience 
in short forms of treatment (short in com- 
parison with analysis) in various clinics in 
this city and elsewhere. The social worker 
has had experience in family case work, child 
placing, and in a psychiatric clinic serving 
children and adults. 

It is not the plan of the Clinic to use 
analysis as a form of treatment but rather 
an abbreviated form of psychotherapy based 
on analytic understanding. (One of the 
research problems planned is the application 
of associative technique to the diagnosis and 
therapy of civilian war neurosis.1) It is not 
the goal of the therapy to remodel the whole 
personality or to remove or cure a deep- 
rooted neurosis that might respond only 
to long and intensive analytic treatment. 


* Free association was employed in the study of 
patients with psychosomatic problems through the 
so-called associative anamnesis. See Felix Deutsch, 
M.D.: “The Associative Anamnesis.” Psycho- 
analytic Quarterly, Vol. 8, 1939; “ Social Service 
and Psychosomatic Medicine.” News Letter of the 
American Association of Psychiatric Social Work- 
ers, Vol. 2, No. 4, Spring, 1942; Felix Deutsch, 
M.D., M. Ralph Kaufman, M.D., and Herrman L. 
Blumgart, M.D.: “ Present Methods of Teach- 
ing Psychosomatic Medicine, Vol. 2, No. 2, 
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Rather, it is intended to treat certain parts 
of the neurotic personality with the aim of 
removing a specific disability. It is antici- 
pated that even in “ successful cases” many 
symptoms will remain but that the patient 
may be helped to a degree that will enable 
him better to stand the vicissitudes of his 
life. 


The material in this paper, based upon 
six months’ experience in the Clinic, has 
been prepared with the assistance of the 
director, Dr. Felix Deutsch. What is said, 
however, must not be considered final, for 
the organization is new and the very nature 
of the material with which it deals is chang- 
ing with the progress of the war and with 
the consequent changes in all the institutions 
which bear upon the lives of citizens in 
wartime. 


When the Boston Psychoanalytic Institute 
voted to establish the Clinic, it was thought 
that in a few months the community might 
be exposed to conditions of warfare that 
would lead to the development of acute 
symptoms among the civilian population. 
This has not been true. There has been no 
apparent increase in applications to the regu- 
lar psychiatric services in the Boston metro- 
politan community (according to the Report 
to the War Committee of the New England 
Division of Psychiatric Social Workers cov- 
ering the year 1942). In the meantime, 
however, large numbers of young men are 
being rejected for psychiatric reasons at the 
induction centers and the training stations 
of our armed forces. Mucli interest has been 
aroused in the public as well as among pro- 
fessionals in the possibility of “ rehabilita- 
tion” for these men both for their own sake 
and for the sake of the community morale 
which they may influence. 











Sources of referral to the Clinic are, there- 
fore, somewhat selective in terms of its 
specialized function and there is a noticeable 
trend at present in the direction of referrals 
from the specifically war-related organiza- 
tions. About one-third of the referrals are 
from the ordinary medical sources in the local 
community, that is, from general and psy- 
chiatric hospitals, local doctors, and so on. 
Another third are from the war-related agen- 
cies, such as the Red Cross, rehabilitation 
agents, and induction board psychiatrists. 
The next largest group is from the per- 
manent welfare agencies—family and chil- 
dren’s agencies, the Y.M.C.A., vocational 
bureaus, and others. A small miscellaneous 
group comes from colleges, religious bodies, 
and personal referrals. The latter are on the 
increase. 

Grouping referrals to the Clinic according 
to the precipitating situation in relation to 
the war, we find the patients are fairly evenly 
divided. There are, however, some differ- 
ences in numbers, which are reflected in the 
following listing according to importance: 
discharges for psychiatric reasons from the 
armed forces; men approaching induction ; 
men rejected at induction; relatives dis- 
turbed over men’s induction; and a mis- 
cellaneous group including people who are 
employed on defense jobs. 

The problems for which patients have been 
referred cover the whole gamut of psychi- 
atric complaints. A few patients referred 
had frank psychoses and some others, serious 
symptoms resembling those of psychosis. 
The largest group of presenting problems 
has been organic complaints—headache, vari- 
ous gastrointestinal complaints, asthma, and 
other respiratory difficulties. There have 
also been some sharply defined neurotic 
symptoms such as agoraphobia, stammering, 
and obsessive thinking. Many of the pa- 
tients, however, have presented a combina- 
tion of less well defined problems: various 
kinds of fears, various “ ceremonials,” and 
complaints of general nervousness, irrita- 
bility, depression, inability to concentrate, 
and various difficulties in social relationships. 

It is interesting to see that, grouped ac- 
cording to sex, one-quarter of the patients 
have been women, of whom two-thirds are 
married; three-quarters are men, of whom 
two-thirds are unmarried. One-half of the 
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men are between the ages of 21 and 30. 
Thus far the case load is preponderantly one 
of unmarried men under 30. 

Many patients come from medical sources 
or after a recent physical examination. 
When this is not true, the patient may be 
examined in this Clinic by the psychiatrist 
who is treating him or by another member 
of the staff, or he may be referred to one of 
the nine consultants in the various special- 
ties. Psychological tests have sometimes 
already been given by the referring agency. 
If not, they may be arranged at one of the 
usual community resources, though this is 
not so often necessary in a group of adults 
whose educational and employment history is 
known. As a rule, the patient is seen by 
the psychiatrist once a week for an hour; in 
case of necessity, two or three times a week. 
The physician who interviews the patient at 
his first visit continues with him and it is 
assumed that the treatment begins in the 
first interview. There is a staff conference 
each week, attended by all the active clinical 
staff and by the social worker. The Clinic 
secretary is there and takes verbatim notes 
on all discussion. These will be used as a 
basis for the Clinic’s publications. 

Readers of THE FAmiIty will probably be 
most interested in the role of the social 
worker in the Clinic and in the co-operative 
relationships with other agencies. The case 
worker’s responsibility varies with the indi- 
vidual situation, but it has two main aspects. 
First, it is the Clinic’s opinion that if a short 
form of psychotherapy is to be developed, 
the most advantageous use must be made 
of the time of both physician and patient. 
Therefore the psychiatrist should have, at 
the time he meets the patient, any factual 
information that is readily available and that 
can be secured without involving the patient 
or others in a way that might be contra- 
indicated. Consequently, the worker has 
some contact with all the cases, not by re- 
ferral from the doctor but at the point of 
application. In the second place, there is a 
group of cases in which, because of the im- 
maturity of the patient, the degree of illness, 
or the complexity of the family situation, it 
is necessary for a social worker to play an 
active supplementary part. This part may 
be taken by the Clinic social worker, by a 
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worker in an outside agency, or by the two 
together. 

All cases are cleared at the Social Service 
Index as soon as information is available. In 
view of current questioning among workers 
of the value of clearing cases, readers may 
be interested in our experience in this area. 
In order to see how much value there was in 
having the clearings and what relationship 
there was between the economic status of 
patients and the possibility of pertinent in- 
formation being furnished by other agencies, 
we made the following analysis. Of the 
referrals so far, exactly half have had perti- 
nent data recorded by other than the refer- 
ring agency. One-third were unknown to 
any agency and the remaining one-sixth 
were known only to the referring agency or 
else the information was not important. 

The group of cases not known to any 
agency included professional people, mem- 
bers of government bureaus, skilled trades 
and business people, employees of defense 
factories, and a laborer in a city department. 
The majority of these are, of course, in the 
higher economic group. Of the cases that 
were known in some significant way to other 
agencies, one-third have received some form 
of public relief ; one-third have received relief 
only from private agencies; one-third have 
never had financial assistance. Those who 
had received public assistance were laborers, 
clerical workers, and members of the skilled 
trades. Those helped financially by private 
agencies only included the same groups and 
one family where the man was employed in a 
large business. Those patients whose fami- 
lies were known to agencies for other than 
relief needs included clerical workers, work- 
ers in skilled trades, a salesman, and the son 
of a college professor. 

The groups of patients whose families had 
relief of either kind were also known to 
hospital social service departments, the Red 
Cross, S.P.C.C., and child guidance clinics. 
Those families who have never received any 
relief but have had service from agencies 
(forming one-sixth of the total case load) 
were known to hospital social service, Red 
Cross, S.P.C.C., a mental hospital, child 
guidance clinics, hospital psychiatric clinics, 
and foster home departments of children’s 
agencies. It seems evident from this that 
the relationship between economic status and 
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the data to be secured from the Index is 
not a close one. 

About one-half of the patients are referred 
by case workers who are rendering active 
service. A family agency may have known 
the patient or his family for a period of some 
time. The Red Cross Home Service, on 
the other hand, is seeing many potential 
patients on referral from the Field Director 
of the Naval and Military Welfare. The 
Home Service activity may be “ short con- 
tact’ interviewing of the discharged man to 
learn if he is interested in psychiatric care or 
to discuss with him the various resources 
available. In both types of cases, the worker 
who is referring the patient is apt to tele- 
phone the Clinic worker to discuss eligibility 
or any questions that need to be cleared. For 
example, if the patient is under the care of 
another doctor, that physician would have to 
be consulted. The Clinic asks, then, to 
have a letter of referral sent to the Clinic 
director who makes the decision about ac- 
ceptance and selects the staff physician to be 
assigned. The case worker arranges the 
appointment or the patient is asked to call 
for it himself. 

The Clinic suggests that the agencies use 
a simple form in making referrals. This is 
not a complete history outline but contains 
whatever material it is essential for the direc- 
tor to have in order to make a decision. If 
further information is available in the record, 
a more detailed letter may be sent later or 
else the worker may send in her record or 
come for a conference. The reason for using 
a form is that there seems to be a real differ- 
ence in practice between other community 
agencies and clinic social workers at this 
point. This outline asks for three things— 
first, all identifying information already in 
the possession of the agency, including per- 
sonnel of the immediate family (spouse and 
children) and of the original family (parents 
and siblings). If the agency has this, it 
expedites clearing at the Index and gives the 
psychiatrist a complete picture of the family 
make-up. Second, the descriptive part of 
the letter should open with a clear statement 
of the problem for which the patient is being 
referred for treatment. All medical records 
open that way and all doctors like to see first 
of all what they are being asked to treat and 
are sometimes annoyed if they have first to 
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read a long history even if it is important. 
The statement of the problem can be fol- 
lowed by a brief statement about the patient’s 
health, education, employment, and person- 
ality type. Third, since it often happens that 
the agency contact has been mainly with 
some other member of the family or about 
some problem other than the patient’s, it is 
helpful to have a statement about that prob- 
lem: who brought it to the agency, at what 
time, and what was done about it. 

When the patient, sent by an agency, 
arrives at the Clinic the social worker sees 
him routinely to discuss hours of appoint- 
ment, rate of fee, or any other matter essen- 
tial to his treatment. If patients are on 
relief or have only sufficient income for ne- 
cessities, they pay no fee. (The family wel- 
fare societies and the Red Cross will pay the 
minimum fee for any such patient they refer 
because our Clinic has at present no outside 
community support.) If patients have a 
marginal income they pay seventy-five cents 
a visit, which is comparable to the fees of 
other non-profit, private clinics in the com- 
munity. Patients with slightly larger in- 
comes but still unable to pay private doctors 
pay $1.50 for the first visit and $1.00 there- 
after. This group consists almost entirely 
of unmarried men employed in the defense 
industries. We are indebted to the Boston 
Dispensary for the advantage of the exten- 
sive study they made in determining fees in 
relation to income. 

About one-half of the patients so far have 
made their own application directly to the 
Clinic. Sometimes these patients have been 
directed to the Clinic by a worker in another 
agency to which they were about to apply 
for help. When patients make their own 
applications without previous information 
being in our hands, they are interviewed by 
the Clinic social worker who discusses the 
situation with the director before acceptance. 

What is included in these intake inter- 
views is a matter of the worker’s judgment 
and depends, in part, on the age and sex of 
the patient, on how much others may be 
involved in his problem, on how competent 
he is to meet his realistic situation, and so on. 
It is essential, of course, to learn certain 
things at this point. These may either be 
asked for directly by the worker or may 
come out as the patient tells his own story. 
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For example, before any patient is ac- 
cepted, it is necessary to have the usual 
face-sheet information, to understand the 
economic situation, the patient’s general 
physical condition, and his immediate family 
setup. In a psychiatric clinic that is part of 
a general hospital some of this information 
would already have been put on record by 
the hospital administration or by the medical 
clinics through which the patient was re- 
ferred. In this clinic, the fee to be paid is 
determined by the patient and the worker 
together in terms of his earnings, his respon- 
sibilities, and his attitude toward payment. 
The patient’s recent medical history should 
be known and either permission should be 
secured to get such reports or arrangements 
made for the patient to get them. In case 
the patient has been in a government hos- 
pital (and information has not already been 
forwarded through the Red Cross) it is 
necessary to obtain his signed permission to 
secure this. Members of the patient’s family 
may be helpful or may be so neurotically 
involved as to interfere with his treatment. 
How much do they need to be taken into 
consideration? If the patient is under age, 
the worker tries to learn if his parents have 
knowledge of his application and a little of 
the nature of their attitude toward it. How- 
ever, with older adolescents and very young 
adults the question of parental responsibility 
is often very close to the difficulties and may 
better wait for the psychiatrist to make any 
extensive investigation. 

Occasionally discussion of the simple 
economic facts brings out information per- 
tinent to the psychiatric problem. For 
example, one young man was referred be- 
cause he wanted to be reconsidered for the 
army. He had been rejected here last year at 
the induction station with a diagnosis of con- 
stitutional psychopathic inferiority and had 
been classified 4F. (He had forged a check 
and served a short prison sentence.) At that 
time he had been satisfied, but a year later 
he was disturbed because all his friends had 
gone, his girl thought he should go into the 
army, and he wanted treatment to remove 
him from this classification. In his inter- 
view with the social worker, he was asked 
about his earnings. He said he was not 
employed, that he had injured his back at his 
last place of work, had lived on sick benefit 
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for six weeks, and was now, on the advice 
of a friend, suing the company for permanent 
damages. He had been advised not to take 
any heavy work in the meantime because it 
would spoil his case. He had not noticed 
the apparent discrepancy between his wish 
to enter the service and his supposed in- 
ability to do heavy work. The interpreta- 
tion placed by the psychiatrist upon this in- 
formation was that his illness consisted, in 
part, of a conflict between two desires—one, 
to be a big man and a hero; the other, to be 
a sick person and a child to be cared for. 
Treatment, if undertaken, would be directed 
not toward getting him into the army but 
toward helping him find an acceptance of 
himself as a man in civilian life. 


In a good many instances, however, the 
worker does not inquire into the problem for 
which the patient is seeking treatment and 
sometimes discourages his discussing it even 
if the information is volunteered. This is 
different from the situation in which an 
agency or medical service sends information 
already known to them. In some instances 
when the patient discusses his problem in his 
first interview with the psychiatrist, it is 
decided that the patient cannot be accepted 
for treatment. This sort of decision is 
based on psychiatric diagnosis and not on 
general clinic policy, or such factors as the 
patient’s social situation. Some of the pa- 
tients referred suffer from conditions unsuit- 
able for brief psychotherapy and must be 
referred elsewhere for more extensive private 
treatment. 

The failure to permit the patient to give 
full expression to the social worker in the 
first interview of his problem as he sees it 
may seem so strange as to need clarification. 
Each patient knows, of course, that he is 
going to be seen promptly by the physician 
who, if he accepts the patient, is to treat him. 
We are usually able to make the first ap- 
pointment within a week of application, often 
much more promptly. Even if the topic 
uppermost in the patient’s mind could easily 
be discussed with the case worker, it might 
be harmful to have the patient unburden his 
first anxiety and then feel, “I told every- 
thing—why should I repeat all this?” This 
would be particularly true if what he has told 
the worker is a screen for something more 
painful. 
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A not unusual situation is that of a young 
man seen recently after discharge from an 
army hospital. The presenting symptoms 
were gastrointestinal, particularly diarrhea, 
of three years’ duration. The patient’s father 
telephoned that he and the patient would 
come to see the worker and decide then 
whether the patient wanted to enter treat- 
ment. When they came, they were appar- 
ently satisfied after a very brief discussion 
that the patient would come, but both of 
them, father as well as the boy, seemed 
extraordinarily ready to open up a discus- 
sion of all the physical symptoms. It seemed 
obvious in the first place that this young man 
had already reviewed his condition with 
many physicians and other people. We 
thought it was essential that discussion of 
his problem start with whatever approach 
would be therapeutically promising and that 
this selection should be left up to the physi- 
cian. We therefore told the patient that he 
could talk with the doctor about these things 
at the time of his appointment. 

In the beginning, the Clinic entertained the 
idea that the social worker should interview 
all patients for the history of their illness, 
conducting a rather directed interview with- 
out allowing the patient to give his associa- 
tions to the facts brought out. It was 
thought that this would provide the doctor 
sooner with a factual background and would 
permit him to use the associative technique 
in securing the patient’s own material. This 
plan has been given up. In about fifty per 
cent of the cases it is rendered unnecessary 
by information from other agencies. Also, 
it is now thought that the patient’s emotional 
relationship with the doctor would be dis- 
turbed by this type of interview just before 
his period of treatment. There are still indi- 
vidual situations in which an interview by 
the worker clarifies the situation before treat- 
ment but these are individually determined. 

About a sixth of our cases are carried 
co-operatively with other agencies. It is 
sometimes felt in psychiatric clinics that this 
type of case is difficult because the clinic 
social worker is put in a position either of 
“ supervising ” the outside worker or of act- 
ing as a “steering agent” for the other 
agency. Our experience with co-operative 
cases thus far has been satisfactory, but it 
seems that this has depended on three con- 
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ditions: both of the workers should be well 
oriented psychologically, both need to accept 
their relative position in relation to the psy- 
chiatrist who is carrying the intensive treat- 
ment in the case, and each needs a willing- 
ness to share the work with the other. 

There are certainly sources of unnecessary 
misunderstanding between workers employed 
in other community agencies and those em- 
ployed in psychiatric clinics. Some of these 
difficulties apparently originate in such 
simple matters as a different use of ter- 
minology. For example, social workers have 
all been taught to consider behavior as 
“ symptomatic ” but agency workers do not 
always realize that within the clinic, the 
word “symptom” is used to refer not to 
patterns of behavior but to unusual organic 
manifestations—anxieties, phobias, and com- 
pulsive pre-occupations. Physical symptoms 
are often much more accessible to treatment 
than character disorders and they are apt to 
be much more interesting to the physician. 
This, of course, means that they are more apt 
to be accepted for treatment. The worker 
in the agency who is faced with the client’s 
difficult behavior naturally says, “ This per- 
son also is sick. Doesn’t he need help, 
too?” The psychiatrist is aware that to 
modify this latter kind of behavior problem 
through any short method of treatment re- 
quires an extremely high degree of skill. 
The Clinic has taken a few such cases for 
treatment. One thing that is, of course, 
obvious is that these people tend to embroil 
themselves in all sorts of relationships in the 
community, with government authorities, 
and so on. It is control of these environ- 
mental factors which the Clinic feels is essen- 
tial for success in its form of treatment. 
Later the Clinic plans to make a report upon 
the various types of patients accepted and 
what it has been possible to accomplish with 
them and at that time it hopes to make 
some evaluation of the supporting social 
work, 

We have a number of patients in treat- 
ment whose family situation is such as to 
require continuous specific services outside 
the Clinic. Neurotic difficulties may be 
interfering with the support of the family, 
children may need supplementary care, and 
so on. Other agencies have been most help- 
ful in meeting these realistic needs until the 
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patient may be better able to handle them 
himself. 

It not infrequently occurs, of course, that 
the partner to a marriage has complementary 
neurotic difficulties that are increased by the 
patient’s problem or that tend to stimulate 
his difficulties and even to interfere with his 
treatment. If a good relationship has already 
been established between this partner and a 
social worker from another agency before the 
patient is referred to the Clinic, it is ex- 
tremely helpful to have this relationship con- 
tinue as a corrective to the problems that 
might otherwise cause the patient to regress. 

When there has been no such contact with 
a community agency, responsibilities toward 
members of the patient’s family usually rest 
with the Clinic social worker. The fact that 
each of our patients has at least had an initial 
interview with the worker makes it compara- 
tively simple for her to pick up such referrals 
later on. In some instances, however, a 
second, and in one case a third, member of a 
family whose neuroses were inter-related, 
has been seen by a different member of the 
Clinic staff so that the treatment could pro- 
ceed concurrently. 

Cases calling for continuing contact by the 
Clinic social worker have been, up to the 
present time, as follows: (1) Fairly sick 
patients with symptoms approaching psy- 
chosis for whom it has been necessary to 
interview relatives for accurate information 
and to insure that some responsible member 
of the patient’s family understands the im- 
plications of his illness. (2) Very immature 
patients for whom it is necessary to secure 
additional history and help with planning. 
(3) Marital situations in which the entrance 
into treatment of one partner is extremely 
hard for the other to accept and in which it 
has been advisable to have the husband or 
wife seen occasionally by the social worker. 
(4) Boys of seventeen or eighteen who are 
unable to achieve necessary independence of 
the family, particularly of the mother. Some 
of this last group present a picture reminis- 
cent of certain referrals to child guidance 
clinics. We have one patient whose mother 
applied for him, having gone first to a child 
guidance center. The mother controlled all 
the patient’s appointments and was most 
inquisitive about the content of his inter- 
views. The worker attempted to have her 
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come in at frequent intervals but this pre- 
sented almost more difficulty than in the case 
of a younger adolescent. Another of our 
patients came with such a severe agoraphobia 
that he had to be accompanied on each visit 
by his mother. This made it easy for the 
worker to see her until the patient’s symp- 
toms were relieved but when he could come 
alone his mother secured employment and 
could no longer be seen regularly. She then 
brought great pressure on her son to go to 
work or join the army. Some of this ma- 
terial is interesting but would need to be dis- 
cussed in connection with the psychiatric 
interviews and cannot be included in this 
paper. 

The work of the Clinic is in an area that 
is likely to be of concern to social workers 
for some years to come. Many of those 
coming as patients had serious maladjust- 
ments before the war but many of them 
today are being confronted in a peculiarly 
painful way with limitations and difficulties 
with which they formerly managed to live. 
The experience that precipitates the imme- 
diate difficulty may be the anticipation of 
a call to the Selective Service Board or 
rejection at the induction center or dis- 
charge after a few weeks in a training sta- 


tion. It may be the experience of actual 
combat. Some men react with resentment 
at being back where “there are only 
women.” Some insist that they are still 
“ government men” and will be taken back 
into the armed service. Some have the feel- 
ing that if they are not all right to fight for 
their country something must have been done 
in the army hospital to injure them and the 
government should be responsible for their 
support. 

Any of these reactions may make it more 
difficult for them to resume work at a time 
when the country urgently needs their great- 
est effort. Such feelings may make these 
patients an easy prey to the idea that “‘ some- 
one owes them something.” The Psychiatry 
Clinic is seeing a cross-section of these men 
and their families at a crucial time in their 
lives. It is not necessary to say here that 
those who made the best adjustment before 
will be the most easily restored to the same 
level of efficiency. Nor is it necessary to 
emphasize that the sooner the patient comes 
under psychiatric care after a traumatic ex- 
perience the more accessible will he be to the 
help that can be offered him. This applies 
whether the traumatic experience comes 
during military service or through a rejec- 
tion for that service. 


Some Treatment Implications in the Use of Homemaker Service 


Maryjoriz H. Boccs 


HE CLEVELAND family agency has 

now had a few years’ experience with 
the use of supervised homemakers as a 
means of preserving for the motherless child 
the values of his own home and family ties. 
Natural human sympathy for the child left 
motherless and observation of the shortcom- 
ings in other plans for substitute care create 
a general tendency on the part of both lay- 
men and social workers to see in the service 
a panacea. What have we so far learned 
from our experience? 

We have little question but that the serv- 
ice does have positive value in preventing 
disruption in the lives of children tem- 
porarily deprived of their mother, when, for 
instance, illness necessitates the mother’s 
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absence for a few weeks or months and the 
homemaker goes in with the idea of tiding 
over, not taking over. 

We have seen its effective use too as a 
stabilizing influence in the home where the 
father and children are left stunned, con- 
fused, and fearful by the sudden death, de- 
sertion, or removal of the mother. But its 
effectiveness in such cases has seemed to be 
predicated on the fact that both the case 
worker and the family see the use of the 
homemaker as a temporary expedient to give 
them time to get their bearings and to give 
due thought to future and more permanent 
plans. Otherwise, the family may rightly 
feel that a plan for which they are not ready 
is being superimposed on them and may 
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resent the person who comes in seemingly 
to replace the wife and mother. 

We have greater reservation about the 
value of the service in homes where the 
mother is present but unable, usually be- 
cause of chronic illness, to assume responsi- 
bility for the care and guidance of the chil- 
dren. Often the fact of illness accentuates 
the mother’s need to hold on to status and 
control, and keep the children hers alone, 
their affection undivided. Agency training 
influences the homemaker to see herself as 
a substitute mother in her relationship with 
the children, whereas the mother needs to 
see her as a maid and consequently inter- 
feres with any guidance or affection she may 
attempt to give the children. Perhaps a 
recognized maid service would be more ap- 
propriate under such circumstances. But 
we do not feel as great a need to weigh and 
measure our experience with short-time 
placements as we do our experience with 
those families in which the mother’s absence 
is permanent or indeterminate. While other 
considerations may enter, we presumably 
place homemakers in these homes when con- 
vinced that the children’s best chance for 
normal growth and development lies in pre- 
venting their being uprooted from known 
family and social moorings and in provid- 
ing, in so far as any substitute can provide, 
the care, guidance, and love of which they 
have been deprived. 

We are convinced that the service has 
proved its worth in families where the home, 
prior to the mother’s absence, has offered 
the children stability and emotional security 
by virtue of the maturity and marital com- 
patibility of the parents. We have more 
question concerning the maintenance of 
homes that have not offered such stability, 
in which the child has not had the sense 
of security inherent in healthy parental love. 
Parents who have not themselves achieved 
emotional maturity, whose behavior toward 
and treatment of their children is motivated 
by their own infantile need and uncontrolled 
instinctual drives, do not offer sound pat- 
terns for identifications through which the 
child achieves maturity. In some such fami- 
lies we have been able to help the father 
enough that he can assume a more adult 
parental role and with the help of the home- 
maker provide the children with an environ- 
ment more conducive to sound psychological 


growth than they have had with both par- 
ents. In others we have not been able to 
help the father and have found ourselves 
maintaining an artificial setup in which there 
are more negative than positive values from 
the standpoint of the children’s emotional 
welfare. 

A recent survey of 32 families in which 
visiting homemaker service was started in 
1940 showed 17 continuing into a second 
year and 15 discontinued. Of the latter, six 
were for logical reasons: remarriage, ar- 
rangements with relatives, or return of the 
mother. In two instances older girls took 
over; in seven the homes had to be broken 
and the children placed. In all these latter 
nine families the worker at the very start 
had had some doubt as to whether the home 
offered the children more than placement. 
But she responded either to community 
pressure—to a seeming necessity to give the 
plan a trial to prove or disprove the need 
for placement—or to the father’s expressed 
desire to keep his children, and did this with- 
out sufficient exploration of his motives. In 
all these instances the fathers were too im- 
mature or too neurotic to be capable of a 
real parental relationship to the children. 
This experience points up the need for sound 
diagnosis of personalities and family inter- 
relationships in the process of determining 
the meaning of the home to the particular 
family involved. Perhaps an accumulation 
of experience will give us sufficient faith in 
our convictions to stand by our best diag- 
nostic judgment. 

The average child fears placement, pre- 
ferring the known to the unknown, but can 
accept it best at the point where there is a 
logical reason, such as the death of the 
mother, to explain its necessity. Helping 
him accept it at such a point, rather than 
putting him in the position of experiencing 
the failure of his home and his remaining 
parent, may prevent the emotional wounds 
likely to result if he comes to feel that he is 
placed because his father does not want him 
or that a cruel society, represented by the 
agency, will not allow him to remain with 
his father. 

The B family was re-established after the five B 
children had been placed for about two years fol- 
lowing their mother’s death. The father had made 
independent placement in an institution and had 
kept the children unhappy and unsettled by con- 
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tinuous promises that they would soon be coming 
home. But it was only when the institution 
threatened court action to secure board payment 
that he actually brought them home. He was 
adamant in his intention to keep them and effusive 
in his expression of love and concern. He pro- 
tested that he had not paid board for the children 
because he was using his money to prepare a home 
for them; he would pay the homemaker just as 
soon as he got a few more things they had to have 
for the home. 

The children all seemed repressed and fearful, 
responding in a measure to the homemaker but 
showing apprehension following any burst of spon- 
taneity. Ann, 15, and Judy, 13, were more re- 
strained than the younger children but occasionally 
confided in the homemaker their resentment of 
their father’s harsh and restrictive disciplinary 
methods. Ann withdrew more and more into 
fantasy life, while Judy showed a growing defiance 
of her father in doing the forbidden in his absence, 
swearing the family to secrecy. The father 
avoided contact with the agency, and when he did 
come in under pressure was the same gracious 
person and sacrificing father with ready explana- 
tions for any shortcomings. 

It took ten months to collect enough evidence to 
risk taking protective action on behalf of the chil- 
dren. During this time the father was revealed as 
a very self-centered, self-loving, and sadistic per- 
son. He had kept his wife cowed by mental tor- 
ture and had contributed to her death by refusing 
to allow her to have medical care following an 
abortion. He was treating his girls just as 
harshly, while indulging his boy and telling him 
that only men were important and that women 
were not to be trusted. He had established a 
routine of having the children line up and confess 
to him each night and repeat a vow that he was a 
devoted parent, sacrificing everything for them, and 
that they would love only him and never hurt him 
by disobeying. The girls would have to swear 
that they had come directly from school and had 
not talked with or looked at a boy or man during 
the day. -It was also disclosed that in addition to 
his wage, which would have allowed for some pay- 
ment toward the homemaker, Mr. B was running 
a gambling house at night and had a sizable bank 
account under an assumed name and various con- 
cealed resources. The children were aware of his 
activities because he bragged of what he was able 
to get away with, but they were threatened into 
silence. 

Finally, Judy appeared at the office hysterically 
begging for immediate placement. She wanted to 
tell the case worker many things but wouldn’t dare 
go back home if she did. The children were sub- 
jected to further suffering in the course of legal 
procedure, the father hiring attorneys and both 
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threatening and working on the children’s sym- 
pathy to prevent their removal. Ann, caught in 
the turmoil of unresolved conflict, turned to her 
father’s defense, thus further bewildering and 
intensifying guilt on the part of the other children. 


In the S family we found a father equally self- 
concerned and likewise giving lip service to a 
desire to do everything possible for his children. 
Unlike Mr. B he was not cruel, but inclined to 
indulge the children, to buy their love. He was 
frank in saying that they would not need a home- 
maker if the school would just let him alone and 
let his girl stay home to keep house. 

Mary, a retarded girl of 15, had been staying 
home from school until action taken by the attend- 
ance department resulted in referral to the family 
agency. She had been assuming the mother role 
in the home over a period of years as the mother 
had been suffering from mental depression and 
taking less and less responsibility for some time 
prior to her commitment to a state hospital. The 
father, also of limited mentality, expressed himself 
as being unfairly treated by being deprived of a 
wife and unable to remarry, and was intent on 
maintaining his home, feeling that he had a right 
to some comfort. Mary managed the money, did 
the marketing, and directed the children, the home- 
maker being relegated to the position of a maid by 
both Mary and her father. 

The younger children’s response to the home- 
maker indicated a craving for affection and a 
resentment of Mary’s authority. Considerable was 
accomplished in the way of improved living stand- 
ards and health and habit training of the children 
in the nine months the homemaker was in home. 
But the children were too torn in their loyalties 
to find any real emotional anchorage. The home- 
maker was withdrawn when Mary left school at 16. 


We can see clearly the psychological haz- 
ards to the children in these homes where 
the fathers’ problems are so definitely pro- 
jected into the lives of their children. With 
fathers so maladjusted we cannot hope that 
the children will attain normal resolution 
of parental identifications. Mary seems 
doomed to remain the “little wife and 
mother.” If she eventually marries she will 
doubtlessly carry into that relationship the 
immaturities and anxieties inherent in such 
an emotional tie to her father. Ann will 
have even less chance for a successful mar- 
riage due to her ambivalence of feeling and 
the excessive fear inherent in her relation- 
ship with her father. It is not unlikely that 
she will escape through mental illness. 

We see in retrospect the futility of trying 
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to help these children through a homemaker. 
The fathers cannot allow the homemaker any 
real place in the children’s lives and both 
homemaker and children are subjected to 
constant frustration. Experience so far indi- 
cates that it is the adolescent girl in such 
homes who suffers most. 

We have found in general that the child 
in the latency period and younger has had 
little difficulty in accepting a substitute 
mother when the father is reasonably secure 
in his own adjustment and sufficiently mas- 
culine in his interests that he can love his 
children without possessing them, and can 
plan with a homemaker without competing, 
and when the homemaker is selected for her 
feminine attributes, emotional peace of mind, 
and fundamental acceptance of children. In 
some instances homemakers have had to 
be helped to understand disturbing behavior 
of a particular child or to be given some 
interpretation of the testing-out aspects of 
initial responses of children to them. For 
children do have a way of projecting the 
mother image into a new relationship and 
trying out the new person by use of known 
patterns and defenses. The testing may be 
unusually severe if the child interprets his 
mother’s leaving as rejection of him. But 
younger children have not on the whole pre- 
sented insurmountable problems, and we 
have seen disturbing symptoms disappear 
like magic once the homemaker has been 
tried and not found wanting. 

The adolescent boy in the motherless home 
faces a difficult situation. Losing his mother 
at a time when he both needs her and is 
trying to break away from her is traumatic. 
His struggle to stay a boy or be a man may 
take the form of defiance of the homemaker 
and a transfer of interest from the family 
group elsewhere. Unless she understands 
this reaction the homemaker may take it as 
a rejection of herself. She may have to be 
helped to see why such a boy cannot take 
the “ mothering ” his younger brother seems 
to crave and to be able to treat him like an 
adult although he often acts like a child. 
But the loss of the mother does not throw 
the adolescent boy into the dangerous psy- 
chological situation that confronts the older 
girl. 

The adolescent girl loses not only a source 
of love but a rival, the parent whom she has 
in early fantasy wished to replace. If, when 
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the mother dies or leaves, the daughter has 
not reached a satisfactory resolution of the 
parental attachments essential to growing up, 
she is thrown into a situation fraught with 
danger. She is left in the mother role; 
society expects her to be a dutiful daughter 
and sacrifice, if necessary, to raise the 
younger children. The mother, the external 
force that has held her impulses in check, 
is removed. Her instinctual drives and her 
fear of them, sometimes reinforced by 
guilt from unconscious participation in the 
mother’s removal, may throw her into a state 
of anxiety. We have seen more than one 
girl placed in this position turn to delin- 
quency. Too often we have been satisfied 
to explain this merely on the basis of lack 
of a mother’s influence and ineffectual dis- 
cipline of the father, failing to see the under- 
lying impelling motives. 

We should be alert to danger signals but 
not read them into our consideration of all 
motherless homes. 


The school referred the R family because Mr. R 
was insisting on Jean’s leaving high school in her 
last year to care for the younger children. Jean 
was bright and promising but since her mother’s 
death had seemed distracted and was irregular in 
school attendance. Initial attitudes of both Jean 
and Mr. R were tinged with bitterness, but once 
they felt, understood, and saw that there were 
ways out we found a father and daughter sym- 
pathetic with each other’s problem and anxious to 
work together for the best of all concerned. 

The father was proud of Jean and wanted her to 
graduate and follow the vocation planned but had 
seen no possibility of it and thought Jean was con- 
sidering only herself. He was willing to pay what 
he could toward a homemaker, and Jean wanted to 
stay home and to contribute when able, but not to 
be tied down raising a family. 

There have been no major frictions in the family 
group or in their relationships to the homemaker. 
Jean is now contributing and the family assumes 
full responsibility for the homemaker’s wage. 


The normal adolescent girl’s struggle in 
relation to her father is probably always 
accentuated to some degree by the absence 
of the mother. The normal father, too, de- 
prived of his love object, may naturally turn 
to his children for a greater degree of emo- 
tional satisfaction. These reactions need not 
indicate pathology or untreatability. With 
an awareness of what logically happens and 
what may happen, we can and do help both 
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children and fathers over these hurdles by 
relieving anxiety and by promoting interests 
and satisfactions conducive to sound emo- 
tional development. 

We do not, however, always fully compre- 
hend all the implications of this type of situa- 
tion. This is evidenced by our occasional 
reinforcement of a father’s effort to be both 
father and mother to his children and by 
our assumption that we expect homemakers 
to train older girls to take over home re- 
sponsibilities. Perhaps we should relieve 
fathers of being “ good mothers,” and help 
them, instead, to be “ good fathers.” Per- 
haps many older girls would fare better if 
trained in directions that would take them 
out of the home as soon as possible. Some- 
times it is even advisable to seek a wage 
home or other natural placement for them 
when a homemaker is put in. We seem 
sometimes to think of the homemaker as 
holding things together until the children are 
old enough to take over, when our planning 
should be around the soundest psychological 
media for normal growth of the children 
involved. 

To do such planning we must know, be- 
fore deciding to maintain a motherless home, 
what the parental and child-parent relation- 
ships in that home have been and to what 
stage of psychological and social growth the 
individual members have attained. Had we 
known more of the husband and wife rela- 
tionships and the family patterns in the B 
and S homes, or had we even thoroughly 
evaluated what we observed in preliminary 
contact, we would not have offered a service 
to prevent or postpone placement. 

We amass considerable information about 
current social adjustment of children through 
schools and other sources, but too often we 
fail to get at the intangibles of family inter- 
relationships and the meaning the loss of the 
mother has for the children. Whether we 
come into the picture at the time of the 
mother’s death or after a period during 
which the children may have been placed 
or subject to makeshift arrangements, the 
mother is not the totally absent person we 
sometimes consider her. She is present in 
fantasy and in impressed family patterns to 
such a degree that it would seem impossible 
really to know a child’s needs or understand 
his reactions to a substitute mother-person 
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without some understanding of the kind of 
a person the mother was and the nature of 
the broken but still influential ties between 
her and the children. 

From the standpoint of selection of a 
homemaker it seems essential to learn the 
father’s conception of past family relation- 
ships, the division of responsibility in the 
home, and, in general, the family’s way of 
living. This kind of discussion can reveal 
much concerning emotional maturity of par- 
ents, evidence of reversal of roles, and atti- 
tudes toward the children which we need 
to know. But we sometimes tend to shy 
away from such discussion with the father. 
Sometimes we cannot bear to talk about the 
lost wife even though it would be thera- 
peutic for the client to do so. Perhaps we 
as case workers need to scrutinize our own 
reactions when we avoid subjects we feel 
might be painful to the client. Does discus- 
sion of the loss of a mother, or of motherless 
children, or of the distress of a burdened 
father come too near lifting the lid of feeling 
we must at all cost keep repressed ? 

When a man loses his wife, he loses an 
accustomed way of living, and, if the mar- 
riage has been relatively sound, a source of 
companionship, home comfort, and sexual 
satisfaction. Planning for four or five chil- 
dren may seem to him an insurmountable 
problem. His adequacy as a parent, hence 
as an individual, is threatened. He needs 
to talk to clarify his own confused feelings 
and we need to know his real reactions to 
his loss and to the situation in which he 
finds himself. Are they concentrated around 
the deprivation to himself or do they include 
a genuine concern for the children? Are 
they natural, perhaps tinged with remorse 
but not fraught with neurotic guilt, resulting 
from the hostility and fear of an unsatisfy- 
ing marital relationship? If he is a suffi- 
ciently adequate father to warrant an invest- 
ment in helping him maintain a home for his 
children, he will be able to talk about the 
things that are vital in family life—with a 
case worker who can understand his be- 
havior, can identify with his feelings with- 
out becoming entangled in them, and can 
evaluate the facts and feelings disclosed. 
Relevant history-taking without bias as to 
what kind of provision the client decides to 
make for the care of his children is thera- 
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peutic case work treatment. By this process 
the father can gain perspective and insight 
into his feelings and motives, and can make 
a more comfortable decision—whether that 
decision is to place his children or to main- 
taina home. This is our primary case work 
tool for safeguarding the future welfare of 
the children. 

Our second important tool is a respon- 
sible use of the regulations and conditions 
we have set up around eligibility for home- 
maker service. We have defined hours, 
wages, vacation allowances, and responsi- 
bilities of the homemaker, allowing for flexi- 
bility to meet needs of individual families. 
We have defined the father’s responsibility 
in financial areas, support of the plan, and 
co-operative working relationships with the 
agency and homemaker. But again our own 
feelings have at times interfered with an 
effective use of requirements set up. We 
have found case workers resistant to requir- 
ing verification of the wages and resources 
of the client who asks for a homemaker 
rather than for relief. In working out 
budgets there is a tendency to ignore the 
homemaker’s wage as part of the family 
expenses, simply applying to the payment 
of her wages whatever happens to be left 
over from the other items. If we, in our 
thinking, do not consider adequate provi- 
sion for the care of children as essential as 
their food and clothing, and hence as much 
the father’s responsibility to provide, how 


can we expect the father to see it? We may 
need to supplement, but by supplementing 
an inclusive family-care budget we put the 
importance of child care into proper focus. 
It is likewise realistic to require verification 
of resources in cases where we do supple- 
ment so long as this is an agency require- 
ment for establishing eligibility for relief. 

Conditions under which visiting home- 
maker service can be offered should be fair 
and the reasons for them carefully explained 
to the client. Then a meaningful use of 
these conditions gives the client something 
tangible with which to grope and brings him 
to grips with his own defenses. His ability 
to participate responsibly, to meet fair re- 
quirements, not only provides a sounder 
basis for estimating his real desire for the 
service, but also engages his strength in 
a positive way and lays the groundwork for 
a continuing contact in which his strengths 
can be further used and developed. 

At this time we can conclude that home- 
maker service does have a real place in the 
preservation of family life, but that it is not 
a panacea for all motherless homes. Given 
a reasonably sound family structure, it is a 
sound investment in the welfare of children. 
Given a pathologically unsound and unmodi- 
fiable situation, it is a poor investment. We 
still have much to learn, but we do know 
that a responsible use of the service calls for 
the best diagnostic and treatment skill at 
our command. 


Editorial Notes 


Undergraduate Training and 
Social Work 


HROUGHOUT the social work field 

this spring there is acute awareness of 
the need for more social workers. With a 
new crop of students about to graduate from 
undergraduate schools we turn to them with 
enthusiasm as our logical source of well 
qualified recruits. What luck we shall have 
we do not yet know. There seems to be 
inconsistency in the responses to the efforts 
of different schools and in different parts of 
the country. It is very possible that this is 
a year in which students will wait until the 


last minute to make up their minds, weigh- 
ing the variety of different opportunities 
with which they are presented. Undoubtedly 
we must face stiffer competition in enlisting 
the interest of the first-rate college graduate. 
She is not only weighing the call of the 
various military services but also feels the 
urge to begin immediately on a full-time job 
without waiting to secure further training. 
Naturally she is not unmindful of the finan- 
cial rewards to be gained by so doing. Lucia 
Clow in her article in this issue discusses 
some of the problems involved in this state 
of affairs and makes a number of suggestions 
for actively tackling them. Principally she 
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stresses more active recruiting, a wider in- 
vestment of agency time and funds in school 
training programs, and, as a final possibility, 
carefully controlled work-study plans. As 
Miss Clow points out, such work-study plans 
need to be genuine professional educational 
experiences and must be clearly distinguished 
from the old apprenticeship training system. 

Acute as it now seems, this problem of 
shortage of well qualified personnel is cer- 
tainly not new to the field of social case work. 
It is true that today the problem is aggra- 
vated by the expansion of the field, by the 
drawing off of men workers and prospective 
students to the armed forces, by the compe- 
tition of other fields, and by the threat of 
curtailment of undergraduate teaching of the 
social sciences... But in reality we are simply 
being brought face to face more dramatically 
with a condition that has existed for a num- 
ber of years. According to the 1940 census 
there are almost 70,000 social workers in the 
United States, but the schools of social work 
during the academic year of 1940-41 gradu- 
ated only 1,305. Furthermore, if one com- 
pares the number of students now in schools 
of social work with the number enrolled in 
1934 and the succeeding years, one notes a 
slight decrease rather than an_ increase.* 
Clearly, we are not narrowing the gap be- 
tween the positions open in the field of social 
work and the number of fully qualified 
workers in the field. It is a healthy sign that 
this discrepancy is leading to some soul- 
searching re-examination of our concepts of 
professional education. Two suggestions 
under widespread current discussion are of 
particular significance: preprofessional social 
work courses and semi-professional under- 
graduate training. 

There has been a good deal of skepticism 
in the past—which the writer has shared— 
toward the idea of establishing a very 
definite pre-social-work curriculum. The 
grounds for this have been several. It was 
thought that this would too greatly narrow 
the undergraduate selection of courses. His- 
tory, literature, philosophy, and the other 
so-called broadly cultural courses were seen 
as making valuable contributions to the view- 
point of the social worker. It was feared 


*Esther Lucile Brown: Social Work as a Pro- 
fession. Russell Sage Foundation, New York, 1942, 
pp. 90-96. 


The Family, May, 1943 


that the group of students who would select 
the pre-social-work curriculum early in 
undergraduate training might be too nar- 
rowly selected. There was considerable dis- 
trust of the caliber of much undergraduate 
teaching in the fields that might logically be 
selected as prerequisites for school entrance, 
so that many graduate school instructors be- 
lieved the material would need to be repeated. 


It must be admitted that there is weight 
to these arguments. But today other con- 
siderations enter which alter the situation. 
Although social work is still not well known 
and certainly not fully understood by under- 
graduates, some improvement has come in 
this in the last ten years. We might there- 
fore expect that a wider group of students 
would be aware of social work as a possible 
vocation. Sociologists are showing greatly 
increased interest in the field and in particu- 
lar are seeking guidance from the profession 
in determining the nature and extent of their 
teaching responsibilities. Many instructors 
in sociology as well as some anthropologists 
and political economists are asking how they 
can be of the greatest help in preparing stu- 
dents for graduate study. We have here a 
golden opportunity for guiding the pre- 
social-work curriculum. 


Furthermore, students today are becoming 
concerned much earlier about what practical 
use they plan to make of their college train- 
ing. The war has made us all conscious of 
work to be done and the student is no excep- 
tion in wanting to prepare to be useful as 
soon as possible. Hence, it becomes more 
important to offer early in the undergraduate 
years a course sequence that will begin this 
preparation for work. Students might then 
plan a pre-social-work course in the same 
way that they now enter upon pre-medical 
training. To be sure we should have to 
guard against making such a sequence too 
narrow. We do not need to follow all the 
mistakes of medicine in this respect. A cer- 
tain proportion of courses giving a broad 
educational orientation should be a part of 
such a curriculum. It is rather generally 
recognized that some courses now taught in 
the graduate schools are really of under- 
graduate caliber. Some of these might well 
be moved down to the _ pre-social-work 
period. Certain courses in the history of 
social work, orientation to the field of social 
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work, and field observation might well be a 
part of such study. These are not new ideas 
of course. Many schools of social work have 
made use of academic prerequisites for years 
but there has not been any general agree- 
ment upon a sequence that could formally 
become known as a pre-social-work course. 
If accompanied by systematic and intelligent 
recruiting, such a device might substantially 
enlarge the number of well qualified appli- 
cants to the schools of social work. 

What of semi-professional undergraduate 
training? This differs from pre-social-work 
training in that certain professional courses 
would be introduced into the undergraduate 
curriculum. These might include a simpli- 
fied course in interviewing, some introduc- 
tion to psychiatric principles, material on the 
case study method, report writing, and even 
a limited sort of field work practice. 

Several arguments are brought forth in 
favor of such undergraduate training. It is 
seen as a method of recruiting for the grad- 
uate schools. It is thought by some to be a 
reasonable device for accelerating training. 
But most of all it has been advanced as a de- 
sirable form of training for many jobs in 
public social work and in the present emer- 
gency services which, it must be realistically 
recognized, will for some time to come be 
filled by others than professional school 
graduates. Your editor ventures to take 
issue with each of these arguments. We 
have just proposed the pre-social-work 
course as a method of recruiting. It seems 
extremely unlikely that any additional re- 
cruiting advantages will accrue from semi- 
professional training. On the contrary it 
seems very likely that a considerable propor- 
tion of students graduating from such a 
semi-professional course would consider 
themselves sufficiently equipped not to need 
further study. 

It is not illogical that we should at this 
time be considering the question of accelera- 
tion of training. But it is very questionable 
that this device represents the best form of 
acceleration. A number of schools have 
already moved to make use of summer vaca- 
tions and other sources of leeway in peace- 
time curricula for the shortening of a grad- 
uate course to eighteen months or in some 
cases slightly less. Furthermore, with col- 
leges also accelerating their programs, stu- 


dents can complete their B.A. work in three 
and a half and in some cases even three 
years. This, in turn, brings them to the 
point of graduation from a_ professional 
school at an earlier age than formerly. If 
the pre-social-work course includes some 
material of an undergraduate nature for- 
merly included in the graduate curriculum 
this also will create leeway in the latter. Are 
not these sounder methods of acceleration 
than the relegating of professional work to 
the college? , 

The argument that semi-professional train- 
ing will be of real value to the public field 
and in emergency services is a persuasive one 
and deserves careful examination. Some 
supporters of the plan maintain that there are 
many jobs in this field that do not require 
graduate training. It is doubtful if leaders 
in the field of public social work would agree. 
In actual practice it has been necessary to 
train workers on the job, but the goal of 
public welfare surely must be full training. 
Who are these public welfare workers? 
Public assistance werkers, probation and 
parole officers, child welfare workers, visit- 
ing teachers, state and city hospital workers? 
Surely all of these are carrying on activities 
that demand understanding of people, knowl- 
edge, skill, and professional discipline. The 
fallacy that to administer relief is an uncom- 
plicated procedure was laid long ago. Our 
problem has been that of persuading public 
officials that professional training is neces- 
sary. We shall hardly accelerate this process 
by further confusing the public with the 
introduction of a professionally approved 
semi-professional worker. 


Others maintain that since we must for 
some time to come see many public agency 
jobs filled by college graduates without fur- 
ther training we should at least give these 
workers what professional preparation we 
can in their undergraduate years. Can this 
be done by the introduction of the sort of 
vocational training that can actually be intro- 
duced on the undergraduate level? We do 
not now have enough qualified case work 
teachers to fill our professional schools. We 
do not have enough good field placements to 
go around. Surely the quality of any train- 
ing must be measured in terms of the equip- 
ment of the teaching and supervisory per- 
sonnel. Could we actually teach on this basis 
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any more than the beginning worker on the 
job will learn in a very short time of actual 
experience and perhaps learn better? Will 
we not merely be taking time that should be 
devoted to bona fide pre-professional training 
and wasting it on vocational training of 


Readers’ 


To THE Enitor: 

Miss Mann’s article orf “The War and Case 
Work” in the March issue of Tue FAamitty is 
thoughtful and timely. I hope that it will stimu- 
late case workers to interpret the very real con- 
tribution which they can make in a wartime period. 

Miss Mann's reference to the U.S.O. program 
prompts me to offer a correction. 

The U.S.O. is composed of six national organi- 
zations, not five, as stated by Miss Mann. They 
are Jewish Welfare Board, National Catholic 
Community Service, National Travelers Aid Asso- 
ciation, Salvation Army, Young Men’s Christian 
Association, and Young Women’s Christian 
Association. 

The National Travelers Aid Association was 
included as a U.S.O. agency because there was 
recognition on the part of the Federal Security 
Administration from the very beginning of the 


dubious value? College faculties are compe- 
tent to teach pre-professional material. The 
student needs these broad foundation courses 
whether she plans immediately to enter a 
school of social work or to go directly into 
practice. 


Forum 


defense period, that, in the interest of morale, case 
work services should be available to the vast num- 
bers of people who would be moving from familiar 
surroundings to strange environments for defense 
purposes. 

The responsibility of Travelers Aid in the U.S.O. 
program is to provide social case work services for 
people in difficulty away from home. 

There are now more than 100 U.S.O. Travelers 
Aid Service Units, all staffed by professionally 
trained and experienced case workers. There is 
increasing demand for additional U.S.O. Travelers 
Aid units and current delay is due only to the fact 
that there is a growing shortage of case workers 
with sufficient training and experience to give ade- 
quate service to moving people. 

BertHa McCatt, General Director 
National Travelers Aid Association 


Book Reviews 


Social Work Book-of-the-Month 


N Quest or Foster Parents: Dorothy Hutch- 
inson. 145 pp., 1943. Columbia University 
Press, New York, or THE Famiry. $1.75. 


It is with special enthusiasm that we choose In 
Quest of Foster Parents for the May book-of-the- 
month. In her usual direct and refreshing style 
the author examines each of the steps in the process 
of selecting foster parents. Throughout, the reader 
is helped to understand the feelings of the appli- 
cant—she who “asks for a child and gets an 
agency "—the responses and attitudes of the home- 
finding case worker, and the process that goes on 
between the parents and the worker. The fact that 
this aspect of placement work has in the past not 
received the attention it deserves makes the book 
all the more welcome. Not only child welfare 
workers but all social workers who wish to deepen 
their understanding of case work will read this 
publication with the deepest interest. 
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OUNSELING anp PsycuotHerapy: Newer 
Concepts in Practice: Carl R. Rogers. 
450 pp., 1942. Houghton Mifflin Co., Boston, 

or THE Famiry. $3.60. 


This book is a well written, persuasive expo- 
sition of “client centered” counseling by an ex- 
perienced, skilled, and competent psychologist. 
“Counseling” is “an art” which is said to be 
“ indistinguishable from intensive successful psycho- 
therapy.” It has many settings—guidance clinics, 
schools, social work, industrial personnel work, and 
so on. The basic hypothesis as stated is: “ Effec- 
tive counseling consists of a definitely structured, 
permissive relationship, which allows the client to 
gain an understanding of himself to a degree which 
enables him to take positive steps in the light of 
his new orientation.” Supporting concepts include: 
assisting the individual to grow, relying on the 
individual’s drives toward growth, health and 
adjustment; and stressing feeling rather than the 
capacity for knowing, and the immediate situation 
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rather than the psychogenetic development of the 
personality. 

Dr. Rogers believes that in psychology and social 
work “ the balance has definitely shifted from diag- 
nosis to therapy, from understanding the individual 
to an interest in the processes through which he 
may find help.” (Italics reviewer’s.) Those who 
think that understanding the individual is an indis- 
pensable part of effective therapy will find here a 
point of departure. Of psychiatry’s basic interest 
in “the ancient laws of cause and effect,” or the 
biological concepts of behavior, or even of the 
sociological, cultural, and economic environment of 
the individual, the reader will find little trace. The 
book is confined to the single dimension of action 
and reaction in the counseling relationship. 

On skill in interviewing, Dr. Rogers is clear, 
simple, appealing. Most of his suggestions for 
interviewing would be useful to any social case 
worker, and many other professional interviewers. 
Some of his emphases, such as giving mcre atten- 
tion to the process of coming for help; a clearer 
definition of the helping situation; more attention 
to the “strengths in human nature and its capacity 
for self-responsibility,” to use Dr. Allen's! terms, 
are particularly well expressed. He distinguishes 
“directive” from “ non-directive” counseling, and 
identifies his own approach with the latter. 

In discussing techniques involved in Releasing 
Expression (Chapter V1) and The Achicvement of 
Insight (Chapter VII), Dr. Rogers helpfully dis- 
cusses clarifying and accepting negative as well as 
positive feelings, handling resistances, and what is 
involved in reassurance. One cannot refrain, how- 
ever, from the observation that he would be even 
more helpful if he had followed the trends in 
psychoanalytic ego psychology in regard to the 
mechanisms of defense. To say, as he does, that 
“when the individual’s feelings have been quite 
fully expressed they are followed by the faint and 
tentative expression of positive impulses that make 
for growth,” is so much an over-simplification as 
to be misleading, in view of the well understood 
limitations of pure catharsis. 

Because history, study, or other methods of test- 
ing are minimized or omitted, the client’s capacity 
to use counseling is empirically, rather than diag- 
nostically determined. Dr. Rogers not only takes 
study and diagnosis out of the center of his process 
but seems impelled not to use them at all. His 
concept of history-taking seems to be that of the 
middle twenties, when in child guidance clinics, as 
in other fields, one got blocks of history prior to 
“treatment.” He seems to overlook the fact that 
history-taking today is selective, responsive, realis- 
tic, moving from surface to below the surface, from 
situation to the roots of the situation, and that 


* Frederick H. Allen: Psychotherapy with Chil- 
dren, W. W. Norton Co., New York, 1942. 


social study is selective and participating. In the 
same way he seems to want to lift his counseling 
away from any administrative or authoritative set- 
ting so that it is anchored neither in diagnostic 
processes nor in agency function. The real ques- 
tions perhaps are whether in “client centered” 
counseling there is enough recognition of the 
client’s tendency to displace or rationalize his prob- 
lems, and in what terms personality structure is to 
be understood. The emphasis on building on client 
strengths and on the forces resident in nature 
and society is, of course, sound, but how are 
strengths elicited? Dr. Rogers attempts, cour- 
ageously enough, to show how counseling proceeds 
by the full transcription of eight interviews. 

The client, a man in his late twenties, has a sense 
of blocking in everything he does. He stutters, he 
has difficulty in business, recreation, with his own 
family, and in sex situations. He appears to be a 
mild Don Juan with loose and thin object relation- 
ships. He gets tired of his mistresses when they 
want marriage and a family, has little capacity for 
sustained effort, but rather cycles of feeling poorly 
and well. He presumably wants someone to break 
the cycles for him. 

Dr. Rogers speaks of the amount of interpre- 
tation and approval given by the counselor as per- 
haps hastening the client into insight somewhat 
more quickly than he can face it. To this reviewer, 
the approval constantly offered by the counselor ts 
“ directive,” and the “insight,” if indeed achieved 
at all, is facile and imitative throughout. In the 
sixth interview the client says, for instance, “ Of 
course I still have a preference for the Yogi means 
of changing myself but I don’t mind another alter- 
native too much. .” It is, therefore, astonish- 
ing or not astonishing, depending on one’s diagnosis, 
to find that it takes only two more interviews for a 
person with vague diffuse physical sensations, 
unable to act without negativism, relying on 
slogans, to force himself along to achieve a unified 
purpose and be able to deal successfully with his 
problems. The counselor seems quite satisfied 
when, in the eighth interview, the client says that 

. . . It won’t be over a month or two before he 
will be completely fixed up. He has met a former 
girl friend and decided that he will get new and 
healthier satisfactions with her. He is getting a 
defense job. He has large ideas about production 
efficiency and how valuable he will be. He is plan- 
ning to get ahead rapidly and he intends to write a 
novel along the Hamlet theme. He says he won't 
have a compulsion any longer to enjoy night life, 
is losing his urge to drink, and he is quite sure that 
he is going to be rather famous. 

According to Dr. Rogers this client “ has com- 
pleted the full cycle of therapy—expression, insight, 
positive decision, reoriented action in line with the 
newly chosen goals.” “ Note, too, how easily the 
* problems ’—the drinking, the compulsion in regard 
to night clubs and voyeurism—are solved when the 
basic issue of direction is settled.” 


May, 1943, The Family 
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To the clinically trained case worker, this evalu- 
ation of a man showing deep-seated character dis- 
turbances and other neurotic traits seems no less 
than astounding. An enthusiastic beginner, self- 
centered and irresponsible, with an obviously weak 
ego structure, we would expect him to tire easily, 
as he does. Whether he is reoriented is another 
matter! The final comment is even more astound- 
ing: “The fact that such therapy can be carried 
on (in somewhat halting fashion, to be sure) by 
those with little therapeutic experience as well as 
by those with years of work behind them, adds to 
our conviction that it is a genuine process, not an 
artistic accident.” While no one has a monopoly 
on ways to help, and there is certainly no one 
approach, to achieve such startling successes with 
little therapeutic experience would certainly be 
revolutionary. Dr. Rogers does not indicate what 
should be the basis of professional education for 
“counseling,” but anyone committed to the long 
rigors of professional discipline is left with a good 
many disturbing questions. 

Gorpon HAMILTON 
New York School of Social Work 


NTRODUCTION to THE PSYCHOANALYTIC 
I THEORY OF THE Lisipo: Dr. Richard Sterba. 

81 pp., 1942. Nervous and Mental Disease 
Monographs, New York, N. Y., or THE Famity. 
$2.00. 

Dr. Sterba states in the preface the purpose of 
this publication: ‘ Psychoanalysis has to 
face a real danger nowadays. An attempt is being 
made by some analysts to teach and practice psycho- 
analysis without acknowledging the fundamentals 
of Freud’s theory of the instincts. . . . For these 
instinctual forces they substitute cultural influences 
in order to explain neuroses and they regard them- 
selves as being advanced in comparison with 
Freud.” He compares these analysts with Adler 
and Jung who dissented from Freud thirty years 
ago and by so doing “once more spared the polite 
public the recognition of the all-powerful melody of 
the instinctual forces.” 

The following chapters deal with: The Instincts ; 
Human Sexuality; Description and History of the 
Development of Child Sexuality; Narcissism; The 
Vicissitudes of the Instincts; Repetition, Compul- 
sion, and Death Instinct. He has followed Karl 
Abraham’s scheme of dividing each libidinal level 
into two phases. 

The author in these chapters carries out his 
expressed intention of recapitulating Freud’s find- 
ings, stating them more briefly than did Freud, and 
using some original material to illustrate his points. 
The result is easier to grasp, especially for those 
who have had little or no contact with Freudian 
theory. 


The Family, May, 1943 


Because of its conciseness this publication will 
be particularly helpful to students of medicine, 
social work, and sociology. 

Aan D. Fintayson, M.D. 
Cleveland, Ohio 


HOUGHTS or a PsycCHIATRIST ON THE WAR 

AND AFTER: William A. White, 28 pp., 1919; 

Paul B. Hoeber, 1942. The William Alanson 
White Psychiatric Foundation, Inc., Washington, 
D.C., or THe Famiry. $1.50. 


“When men can realize that they all are after 
the same things, that growth is in the same direc- 
tion for all, they will come to realize that they can 
better effect their several purposes by pooling their 
interests than by insisting too strongly upon indi- 
vidual recognition. Devotion to selfish ends makes 
enemies, consecretion to service invariably com- 
mands a following. ‘Everywhere, we learn from 
those whom we love’.” In this quotation we have 
the philosophic summary of an analysis of the per- 
sonal and social reconstruction that must take 
place within the emotional life of human beings 
and the structure of the society they create, if we 
are to develop a way of life in which war has no 
place. 


In eight short chapters, Dr. White analyzes the 
mutual interdependence of the individual man and 
the structure and values of society composed of all 
individuals. He shows that the problems of the in- 
dividual and of society are, in the last analysis, 
identical: personal or social disintegration leads to 
destruction and personal or social integration leads 
to the fulfilment of life. 

Analysis of Dr. White’s thesis may be discourag- 
ing to those who are looking for immediate pro- 
grams offering quick panaceas, but to others it is a 
stimulation (for further efforts) to increase oppor- 
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tunities for man to have a deeper understanding of 
himself and others and to use this understanding in 
building a better world. Dr. White’s book was 
written during World War I. It is hoped that we 
are better prepared today to act on the theories he 
presented than we were twenty-five years ago. 
Whether this book is re-read or read for the first 
time, it contains valuable help for the social worker. 

GERTRUDE WILSON 

Professor of Group Work 

School of Applied Social Sciences 

University of Pittsburgh 


HE KENTUCKY Poor Law, 1792-1936: 
Emil McKee Sunley. 160 pp., 1942. Univer- 
sity of Chicago Press, Chicago, Ill., or THE 

Famity. $1.50. 

This study of the Kentucky Poor Law, like 
similar studies, illustrates again that, contrary to 
widespread twentieth century opinion, the essen- 
tially “American Way” of aiding the poor was 
through the use of tax funds. Private voluntary 
efforts in the state were not extensive until the 
twentieth century, and even then public subsidies 
were and are widely depended upon for partial sup- 
port of the private social agencies and institutions. 

The assumption of public responsibility for the 
care of destitute persons dates from 1792 when 


Kentucky was separated from Virginia. Several 
subsequent provisions for widows, “ pauper idiots,” 
“negroes and mulattoes,” and other groups indi- 
cated a recognition on the part of the legislature of 
the many needs. But unfortunately, the same in- 
efficient and often inhuman administration of these 
statutes by county officials which has been recorded 
in other poor law studies also typifies the Kentucky 
legislation. 

Of special interest is the legislation on idiots 
and lunatics (later limited to “ pauper idiots”) 
dating from 1793. This provided for annual cash 
allowances, first $50 and later $75. Although an 
act of 1918 provided for the termination of such 
allowances to be effective in 1921, they were re- 
established in 1924. As the author points out, the 
act was greatly abused and extensive studies made 
in 1917 and 1925 revealed that in many cases only a 
small part of grants ever reached the beneficiaries ; 
“some of those who received allowances were kept 
in poor houses, others were let out to the highest 
bidder, and some were kept in specially built out- 
houses as if they were domestic animals.” The 
study is, of course, not limited to a consideration of 
any one group but gives a comprehensive picture 
of the total poor law development down to 1936. 


EL1zABETH WISNER, Dean 
School of Social Work 
Tulane University, New Orleans 
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THE PENNSYLVANIA SCHOOL OF SOCIAL WORK 
Affiliated with the University of Pennsylvania 


TWO-YEAR GRADUATE CURRICULUM preparing for professional leadership 


in social group work, as well as social case work, social administration, 


ONE-YEAR PROGRAMS—to meet overwhelming war-time demands for 
competent personnel—at first and second year level of Regular Curric- 
ulum, and in Advanced Curriculum. 


Scholarships and Fellowships Available 


SUMMER INSTITUTE, June 15 to June 25, on "Crises in Social Work—1943,;" 
emphasizing war-time problems of professional practice. 


Address Margaret Bishop, Secretary for Admissions; Registrar 


Pennsylvania School of Social Work 
2410 Pine Street, Philadelphia 








May, 1943, The Family 


















THE NEW YORK SCHOOL 
OF SOCIAL WORK 


Columbia University 






The curriculum of the New York School of 
Social Work consists of a combination of 
courses, research, and field work in social 
agencies involved both directly and indirectly 
in the war effort. The normal program 
covers six quarters or eighteen months and 
leads to the degree of Master of Science. 
Since a Summer quarter has for years been 
an integral part of the School program, fur- 
ther acceleration has not seemed possible. 


















Two-week institutes focused on problems of 
social-work practice in wartime are being 
offered in the summer for experienced or 
volunteer social workers. 


Application date for Fall Quarter—June 2, 
1943. Fall Quarter, October 1-December 23, 
1943. 


Catalogues will be mailed upon request. 


122 East 22nd St., 
New York N.Y. 
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UNIVERSITY OF PITTSBURGH 
SCHOOL OF APPLIED SOCIAL SCIENCES 


announces 


SUMMER TRIMESTER 
Two Terms of Eight Weeks Each: 


First Term—June 28 to August 21 
Second Term—August 23 to October 14 


THE SUMMER TRIMESTER is planned for 
(1) those who wish to begin the sixteen months 
graduate professional degree program of four 
consecutive trimesters; (2) those who can take 
one or two trimesters, but plan to return later; 
(3) those who are employed and can spend a 
limited time in study for immediate use. For 
the latter, registration will be accepted for 
either or both terms. Field placements for a 
minimum of one trimester. 
CURRICULUM 

Courses in Social Case Work, Social Group 
Work, Community Organization and Adminis- 
tration, Social Welfare Organization, Under- 
standing the Individual and the Social Process, 
and Research. 


A limited number of fellowships available in 
various fields of specialization for full trimester 
registrants. 

For further information apply 

OFFICE OF THE DEAN 








SMITH COLLEGE SCHOOL 
FOR SOCIAL WORK 


A Graduate Professional School Offering 
Courses Leading to the Degree of 
Master of Social Science 
Accelerated Program 
Academic Year Opens June 16, 1943 


SMITH COLLEGE STUDIES IN 
SOCIAL WORK 
CONTENTS FOR JUNE, 1943 
Case Work Treatment of Adult Patients of a 
Psyciuatric Clinic. .....2.5.. Sylvia Perry 

Some Criteria for Judging an Applicant’s 
Ability to Utilize a Family Agency’s Serv- 
PES as Helen N. Hurewitz 

A Pian for Helping to Identify Men Psycho- 
logically Unadapted to Military Service... 
me: Helen Witmer, Irma Arend, Marion 
Edwards, and Jean Kranz 


Published Quarterly, $2 a Year 
Single Numbers: Volumes I to XI, $1 each; 
others, $.75 each 


For further information write to 


THE DIRECTOR COLLEGE HALL 8 
Northampton, Massachusetts 











SMITH COLLEGE SCHOOL 
FOR SOCIAL WORK 


GRADUATE SEMINARS 
August 2 to 14, 1943 


Advanced Case Work, discussing the appli- 
cation of psychoanalytic theory to social 
case work. Dr. Robert Waelder and Miss 
Beatrice H. Wajdyk. 


Psychiatry as Applied to Problems of Super- 
vision. Dr. Temple Burling and Miss 
Beatrice H. Wajdyk. 


Child Welfare. Dr. Robert Waelder and 
Mrs. Henrietta L. Gordon. 


For further information write to 


THE DIRECTOR COLLEGE HALL 8 
Northampton, Massachusetts 





The Family, May, 1943 
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THEORY AND PRACTICE OF 
SOCIAL CASE WORK 
By Gordon Hamilton 


‘Throughout the book one gets the impression of wide professional 
knowledge together with an earthy realism about the conerete demands 
of practice. Students and veterans of social work alike will find in this 
text new insights into many of the repetitive problems of case work 
practice.’’—Robert S. Wilson, American Sociological Review. 











“*’ .. one of the most significant contributions of recent years to 





social work literature.’’—Elizabeth Munro Clarke, Child Welfare League 
of America Bulletin. 
Third Printing. $3.00 





SOCIAL CASE RECORDING 
By Gordon Hamilton 


“*Its presentation of the philosophy and practice of case recording is 


concrete, practical, imaginative. . . . Every social worker will want a 
copy of the book for study and reference.’’—The Family. 
Second Edition, Revised. $2.50 


READINGS IN SOCIAL CASE 
WORK 1920-1938 


Selected Reprints for the Case Work 
Practitioner 


Edited by Fern Lowry 


‘**. . . Should meet with widespread approval because of the quality of 
the articles selected, and the balanced presentation of the various phases 
and problems of social case work.’’—American Sociological Review. 


Seeond Printing. $3.50 


PUBLICATIONS OF THE NEW YORK SCHOOL OF SOCIAL WORK 


COLUMBIA UNIVERSITY PRESS 
ee 


May, 1943, The Family 














